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Saphenoperitoneal Anastomosis for Ascites, 
Due to Cirrhosis of Liver 
BY J. P. GRIFFITH, M.D., F.A.C.S. 


Surgeon to Mercy Hospital, Pittsburgh, Pennsylvania 


When Ruotte in 1907 suggested that 
ascitic fluid due to cirrhosis of the liver be 
drained off into the general circulation by 
means of a union between the saphenous 
vein and the peritoneal cavity, he provided 
a method of exit not only physiologically 
sound and mechanically correct, but one 
quite feasible as well. 

It may be theoretically more advisable to 
prevent the occurrence of an ascites by 
providing a collateral circulation which will 
relieve the congested capillary portal appar- 
atus, as carried out in the Talma operation, 


{ 


a 





Fig, 1. 


but the building of such pathways is never 
certain of accomplishment even under the 
best of circumstances. One of the strongest 
factors in favor of a trial by saphenoperi- 


toneal anastomosis is found in the deduction 


from the following case, in which we had 
an extreme grade of atrophic cirrhosis 
without symptoms due to the perfect com- 
pensatory circulation carried out by the 
following group of veins: 


Fig, 2. 


1. Accessory portal system of Sappey, of 
which important branches pass in the round 
and suspensory ligaments and unite with 
the epigastric and mammary systems. 

2. By the anastomosis between the eso- 
phageal and gastric veins. 

3. The communication between the 
hemorrhoidal and the inferior mesenteric 
veins. 

4. The veins of Retzius, which unite the 
radicles of the portal branches in the 
intestines and mesentery with the inferior 
vena cava and its branches. 
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Just so long as this compensatory circu- 
lation is adequate we will not have ascites 
in cirrhosis of the liver. The remarkable 
efficiency of this work of nature is seen in 
those rare cases of complete obliteration of 
the portal vein without the presence of 


Oh 


Fie. 3. 





ascites. When the compensatory circula- 
tion fails I feel convinced from results 
obtained that these unfortunate individuals 
should have the chance of relief afforded 
by a saphenoperitoneal anastomosis, which 
operation at least approaches nature in her 
effort to take care of the crippled capillary 
system of the liver, and can be accomplished 
with very little risk to the patient. 

In cirrhosis of the liver we know that 
the one characteristic pathological finding 
is intrahepatic fibrosis. Any procedure that 
is attempted for the relief of this embar- 
rassment is purely palliative. The average 
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duration of life in these cases in which we 
resort to frequent paracentesis, except the 
rare instances in which we find that the 
ascites is held in abeyance by a more 
thorough compensatory circulation, is about 
ten weeks. The body cannot withstand for 
long the tremendous loss of fluids. If we 
can keep this fluid actively circulating in the 
proper channels we may keep the individual 
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comfortable and useful for years, as I have 
observed in the first case I operated upon, 
January 15, 1916. This man is working 
every day in the steel works; present age 
sixty-one. 

The ideal or selected case for this 
operation would be the one with an alco- 
holic cirrhosis and a minimum amount of 
cardiorenal involvement. The cases that 
have done well in my series of eight have 
all belonged to this class. 

A brief report of the cases published in 
this country is as follows: 

Dr. H. Edward Castle, of San Francisco, 
two cases (Journal A. M. A., Dec. 30, 
1911). 

Dr. R. T. Miller, of Pittsburgh, Pa., six 
cases (Penn. State Med. Journal, March, 
1916). 
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Dr. Bertram M. Bernheim, one case 
(American Journal of the Medical Sciences, 
June, 1916). He also records twenty-five 
cases, all performed in Europe. 

Personal communication with Dr. Paul 
Sieber reveals that he has operated upon 
some twenty cases, which is the largest 
number at hand from any one source. 

The improvement in the cases reported is 
about 50 per cent. Why a more general 
use has not been made of the procedure, or 
what results a wider trial would bring 
forth, cannot be surmised. The operation 
can be done with impunity, lends itself 
readily to local anesthesia, and causes little 
or no shock. 

Report of cases, eight in all, not selected: 

Three cases well after five, three and two 
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years. By this I mean free of ascitic fluid 
and able to do their daily work. 

Of the five cases that died from two to 
six weeks after the operation, three had an 
associated factor in syphilis as the causative 
influence in the cirrhosis. 

One case was seventy years of age and 
had a marked arteriosclerosis. The last of 
the five cases was operated two months 
ago. He did well until he developed a 
suppurative parotitis; from this time until 
his death the abdomen presented marked 
evidence of rapidly accumulating fluid. An 
autopsy in this case, a man of forty-six 
years, revealed a typical hobnail liver. Dis- 
section of the anastomotic area by Dr. 
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Ritchie showed a thrombotic condition of 
the saphenous and femoral vein in the 
neighborhood of the anastomosis. 


OPERATIVE TECHNIQUE. 


Incision over the course of the saphenous 
vein, starting one inch above saphenous 
opening and going down the thigh for a 
distance of eight or nine inches; the vein 
is dissected free an equal distance (Fig. 1). 
There is quite an- advantage to have the 
vein sufficiently long, which prevents 
kinking when it is turned up to become 
attached to the peritoneum. The collateral 
branches are ligated close to the lumen of 
the vein to prevent a possible thrombosis 
(Fig. 2). 


A second incision is made above the 


external ring (Fig. 3) in the direction of the 
fibers of the external oblique muscle. With 
the exposure of the peritoneum the intra- 
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peritoneal pressure, due to the ascitic fluid, 
will produce a bulging of the peritoneum 
and provide an accessible area for the 
anastomosis. 

The liberated saphenous vein is brought 
up through the subcutaneous tissue to the 





Cc 


Fig. 7. 


site of the anastomosis to the peritoneum, 
by making a pathway with a blunt instru- 
ment, preferably a uterine sound, curving 
outward to avoid kinking at the saphenous 
opening (Figs. 4 and 5). 

The vein is cut flush and its lumen 
washed with normal saline solution: to free 
it of any clots. Three incisions, equal dis- 
tances apart, are made along the long axis 
of the vein from the cut end for a distance 
of 1 cm., which leaves three flaps that are 
utilized for the end-to-side anastomosis 
with the peritoneum (Fig. 6). 





The peritoneum is clamped to prevent 
leakage (Fig. 7 A). The apex of cone- 
shaped projection is cut flush (Fig. 7 B), 
which presents a circular opening (Fig. 7 
C) ready for the apposition of the vein 
flaps. The three flaps of the vein are 
sutured to the circular opening of the 
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peritoneum, using fine silk. The three 
intervening spaces are likewise brought in 
apposition (Fig. 8). These sutures are 
placed close, care being taken not to en- 








croach upon the lumen of the vessel. The 
| UNS 
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clamps are removed, and if there be 


any leakage, extra sutures are placed 
accordingly. If we have completed our 
anastomosis accurately, the flow of fluid 
from the peritoneal cavity into the vein can 
be plainly observed . 

The incision in the abdominal wall is 
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closed rather loosely so as not to have any 
pressure on the anastomotic area. 

The completed operation may be repre- 
sented by Fig. 9. 


POSTOPERATIVE NOTES. 


In the cases that do well the urine output 
increases anywhere from 30 ounces daily 
before operation to as high as 150 ounces 
for twenty-four hours following anasto- 
mosis. The kidneys being efficient can 
readily take care of this increase. The 
urinary output in the cases that did not 
respond was not so pronounced; this no 
doubt was due either to a crippled condition 
of the kidneys or a poor anastomosis, or 
both. 

The majority of the cases which failed 
required weekly tappings following the 
operation. There have been some few cases 
of failure which came to autopsy, and the 
frequent condition found was a plugging of 
the anastomotic opening by fibrin, in addi- 
tion to the case I mentioned that revealed a 
thrombosis. 


The Frequency of Pyelitis in its Relation to the 
Nosology of So-called Obscure Tem- 
peratures in Infants 


BY HARRY LOWENBURG, A.M., M.D. 
Pediatrist to the Mt. Sinai and to the Jewish Hospitals, Philadelphia 


‘ 


Effect must follow cause. It is not diffi- 
cult to observe the former. It is frequently 
not easy to determine the dependence of the 
latter upon the former. Conclusions may 
not, in this respect, be hastily drawn. To 
adopt the creed of “post hoc, propter hoc” 
is often most misleading. Griffith years ago, 
in a short but nevertheless illuminating 
contribution, demonstrated most  con- 
vincingly that it is frequently “post hoc, 
ergo non propter hoc.” Nowhere is the 
difficulty experienced to a greater degree 
than where the physician must determine 
the nosology of temperature of more of less 


indefinite duration: occurring in young 
children and infants in whom no other 
evidences of disease present themselves. 
One’s ability to discover the cause of tem- 
perature of so-called obscure origin is 
determined solely by the ability and the 
desire to conduct a thorough and painstak- 
ing physical examination, and by the 
limitations of laboratory investigations and 
the use made of these. One unknown or 
unsuspected factor after another has been 
revealed as possessing important etiologic 
influence. Thus do we now recognize 
previously undetected empyema of the 
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interlobar type, or of the free variety, deep- 
seated adenitis, posterior pharyngeal 
abscess without obstructive symptoms, etc. 

It has not been so many years ago since 
otitis media acuta was disregarded as a 
factor in the production of fever in infants. 
Until spontaneous rupture occurred the ob- 
scure cause, so called, was not revealed. 
Now neither pediatrist nor general physician 
of standing would consider complete any 
examination without it included aural illu- 
mination and inspection of the drum 
membrane; indeed, no examination so lack- 
ing in thoroughness as to exclude this 
investigation would be complete, and the 
physician may consider himself no master 
of the situation until he has acquired the 
necessary skill to conduct an ear examina- 
tion and routinely applies it with the same 
monotony as he takes the temperature. 
To-day acute otitis media is a commonly 
made diagnosis, and the aurist is summoned 
by the internist, be he specialist or general 
practitioner, to incise a _ bulging and 
inflamed drum before the infant, by pulling 
or evident pain, directs attention to the 
affected organ. Even the laity has been 
educated sufficiently to expect an examina- 
tion of Thus too is “teething” 
being gradually deposed from the position 
of dignity which it formerly occupied as a 
cause for fever, and so similar instances 
where obscurity of diagnosis prevailed are 
being clarified. 


the ear. 


It is to emphasize the importance of a 
disease, common enough in infancy, but 
frequently overlooked by the general practi- 
tioner in particular, that this presentation is 
made. I refer to acute pyelitis of infancy. 
It is overlooked because the simple yet 
withal important procedure of examining 
the urine of infants is “more overdone in 
the breach than in the observance.”! The 
cause for this may probably be found in 
the fact that the method of collecting the 
urine is somewhat more difficult than in 
adults. The busy physician will not trouble 
himself to depart from his routine. He 


requests from the adult a specimen of urine, 
and it is handed to him. From the infant 
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he must take measures to collect it. This is 
time-consuming, and he will not devote his 
busy minutes to it. Hence as time goes on 
the importance of the procedure is lost upon 
him. Teachers of pediatrics have not given 
to pyelitis the importance which it merits in 
the nosology of morbid So 
frequently, however, are cases encountered 
that it cannot be long ere this disease will 
stand on a parity with acute otitis media as 
to its influence in being responsible for 
temperature in the young, especially 
females. Then he will be an embarrassed 
exponent indeed of the art of pediatric 
diagnosis who fails to take account of 
pyelitis in the study of a particular case or 
cases of so-called obscure temperature. 

The first contribution on 
pyelitis was made by Holt? in the Archives 
of Pediatrics in 1894. Thompson added 
valuable contributions in the Scottish 
Medical and Surgical Journal for July, 
1902," and again in April, 1910, in the 
Quarterly Journal of Medicine.* Constitu- 
tional or other symptoms, aside from irregu- 
lar fever of more or less indefinite duration, 
may be absent. An examination of the 
urine reveals pus, and the riddle is solved. 
The number of leucocytes or pus corpuscles 


infancy. 


important 


to the field necessary to a diagnosis may 
cause some confusion. Thus an infant with 
vaginitis may show many such in the urine 
In the 
absence of this, however, eight or ten or 
more corpuscles should at least create a 
strong suspicion. Still’ places the number 
as low as six or less to the field. This alone, 
without fever or albumin, would to my 
mind hardly, in a female infant, be con- 
vincing evidence. Neither a few corpuscles 
alone nor albumin alone, occurring in traces, 
would make certain the diagnosis, but both 
together presenting in an acid urine, 
obtained by catheter or after vulvar cleans- 
ing, especially if the colon bacillus is 
present, offer convincing evidence, in the 
presence of fever, not due to other demon- 
strable cause, of the incidence of this 
disease. Cases of pyelitis occur without 
fever. In these, however, the history of a 


and not be a sufferer from pyelitis. 
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previously acute illness, not far removed 
from the present, and probably not diag- 
nosed, is usually available and highly 
suggestive. In other words, the case has 
become subacute or chronic. The general 
health remains good, but the urine contains 
pus. Relapses or acute exacerbations are 
quite common under these circumstances. 
It is sometimes difficult to determine 
whether the urinary findings are dependent 
on the local condition or whether they are 
secondary to some remote infection and 
result merely as an evidence of toxic irrita- 
tion of the kidney cortex. Pneumonia, 
meningitis, diarrhea, influenza—in short 
any acute infectious disease—furnish strik- 
ing examples of this. If no other disease, 
however, be present, or at least demon- 
strable, and typical urinary findings occur, 
the diagnosis of pyelitis at once becomes 
inevitable. 

On the other hand other constitutional 
features may be intense but not necessarily 
of such character which would forcibly 
direct attention toward the kidney. In fact, 
in some severe types, there may be striking 
constitutional manifestations which for the 
time at least, or until urinary findings were 
revealed, would direct attention away from 
the kidneys. Convulsions and_ rigors 
(Thompson) may strongly suggest menin- 
gitis or pneumonia. They are not uncom- 
monly encountered, especially the latter. 
There is of course an absence of distinc- 
tive physical signs (results of lumbar 
puncture and consolidation), and _ the 
urinary findings will reveal pus and albumin 
in an acid urine. 

Most cases begin abruptly with high fever 
in an otherwise up to now healthy female 
infant, and the majority are confined to this 
sex. In Still’s* 28 cases under one year, 3 
occurred in boys. Of 14 older children all 
were girls. Holt’ also states the more 
common frequency amongst girls. The 
figures offered by Thompson and quoted by 
Griffith’ indicate the rather frequent occur- 
rence of acute pyelitis in male infants and 
children under two years. My own experi- 
ence is more in keeping with the general 


authoritative opinion that girls are the more 
frequently affected. I have met two cases 
in boys. The infant may shake and be blue 
(convulsions and cyanosis) in the beginning. 
Vomiting is sometimes intense and per- 
sistent, as are also acute enteric symptoms. 
So frequently is diarrhea encountered that 
some authors regard the pyelitis as 
secondary to the alimentary disturbance— 
in fact say that infection occurs by reason 
of the soiling of the vulva by fecal 
discharges. The latter may be true, but to 
my mind the soiling occurs during health 
from indifferent and improper cleansing of 
the parts following normal bowel discharge. 
The former, however, I regard far from 
certain and believe that, in the majority of 
instances, the gastrointestinal phenomona 
result as secondary features incident to the 
pyelitis which is the primary infection, just 
as any acute alimentary upset, marked by 
vomiting and diarrhea, may and frequently 
does follow any other parenteral infection, 
wherein, by reason of the said infection, 
the food tolerance is diminished far in 
excess of the food intake. 

The burden, light enough in health, now 
becomes too heavy, and disturbed alimen- 
tary function readily and rapidly ensues. 
From my contact with fellow practitioners 
I am led to believe that this view is cor- 
rect and cannot be too strongly stressed, 
as the majority of cases of pyelitis which 
I see have been disregarded because of the 
acute alimentary disturbances for which 
they have been solely treated. The meas- 
ures instituted are dietetical and medicinal, 
directed entirely toward the intestinal tract. 
Of the latter bismuth, castor oil, and 
calomel have not been the least frequently 
employed. No influence is made upon the 
temperature and upon the constitutional 
and alimentary features until the pyelitis 
is recognized and properly treated, and in 
the majority of instances cured. 

Aside from the classical urinary find- 
ings already referred io there are few if 
any local symptoms that would direct at- 
tention to the kidneys. Abdominal tender- 
ness along the ureters has been mentioned 
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by Still? in a case wherein one kidney was 
thought to be affected after the first had 
healed. At first there was pain on the 
right side, and later, after the urine had 
cleared under treatment, pain on the left 
side accompanied a secondary rise in tem- 
perature and the reappearance of pus 
and albumin in the urine some time after 
treatment had been suspended. As no cys- 
toscopic examination was made, of course 
the conclusion was hypothetical, although 
the pain and pus disappeared when treat- 
ment was again instituted. Painful and 
frequent micturition are seldom present 
unless cystitis accompanies the condition, 
and this rarely happens. Cystoscopy and 
ureteral catheterization offer a valuable 
means of studying and of treating chronic 
pyelitis which yields neither to potassium 
citrate, hexamethylamine nor vaccines. The 
work of Kretschmer and Helmholz, pub- 
lished in a recent issue of the Journal of 
the American Medical Association, in this 
connection is extremely important and 
should lead to further use of this method 
of investigation and of treatment in the 
light of their splendid results. 

Aside from containing traces of pus 
and albumin the urine is sharply acid and 
contains commonly (perhaps in 90 to 95 
per cent of the cases, 7. e., of acute pye- 
litis) the colon bacillus, which thus be- 
comes the primal bacteriologically etiologic 
factor. In all of my primary cases this 
organism was present. This experience 
was in accord with authoritative conclu- 
sion. The bacillus exists in pure culture 
in, as stated, a sharply acid urine. This 
fact is important in determining treat- 
ment. Other organisms occur,. but in all 
such instances the infection is usually 
secondary to other visible pathologic pro- 
cesses, as perinephritic abscess, rupture of 
psoas abscess into the kidney pelvis, renal 
calculus, etc., etc. All these diseases 
are rare in childhood. Thus have been re- 
covered streptococci, staphylococci, diph- 
theria bacilli, pneumococci, tubercle bacilli, 
etc. In nearly all these instances the urine 
may be alkaline. 
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The diagnosis depends almost exclusively 
on the results of a urinary examination, 
and it may not be out of place to again 
emphasize that the purpose of this paper 
is simply to again bring this disease 
forcibly to the attention of the physician 
who handles babies and to urge him to 
routinely examine the urine of every in- 
fant and child who has fever. If he does 
he will never fail in the recognition of 
this disease. If he does not, he is helpless 
to detect it. It seems strange that this 
simple maneuver must be urged upon 
otherwise fully competent doctors, but to 
deny it would not help matters. The urine 
should not be centrifuged for microscopic 
examination, otherwise the apparent num- 
ber of corpuscles will be exaggerated and 
results’ will be misleading. But a drop 
or two of urine are sufficient to determine 
the presence or absence of pus. If no 
other way is available to secure a speci- 
men, a soft-rubber No. 8 to 10 French 
catheter is very readily passed through 
the urethra of a female, and with very 
little additional trouble, of the male. While 
I have seen no ill effects follow catheter- 
ization, it is really not necessary if time 
is not pressing. If, however, it is desired 
to obtain a specimen for bacteriological 
study or for vaccine purposes, a sterile 
catheter is needed, and the urine should 
be received into a sterile test tube. Where 
catheterization is not practiced the urine 
may not be collected on a sponge or piece 
of absorbent cotton, for in this manner 
the corpuscles may be lost. It is best 
secured by placing the infant on a crum- 
pled up piece of rubber or oil cloth and 
pouring the urine thus collected into a 
receptacle, or the infant may be conve- 
niently placed upon a pus basin. 

Clinically acute pyelitis must be dis- 
tinguished from acute gastrointestinal dis- 
ease, meningitis, appendicitis, pneumonia, 
otitis media, typhoid fever, dentition, cys- 
titis, or in fact from any disease in which 
high temperature obtains. Again, this may 
be only accomplished by a carefully con- 
ducted routine examination of the urine. 





TREATMENT. 

Potassium citrate, or other alkalinizing 
agent, must be administered in dose suf- 
ficient to produce complete alkalinity of 
the urine. This reaction must be main- 
tained over a period of time sufficient to 
permit the urine to become pus and colon 
bacillus free. The effect of the citrate 
is practically specific. The temperature 
commences to fall almost immediately, 
and will not rise again unless the drug 
is withdrawn too early. Thus we may 
really play with the temperature, causing 
it to rise and fall at will by withdrawing 
and readministering the drug. Still’? re- 
marks that “there is hardly anything more 
striking in the field of therapeutics than 
the effect of proper treatment upon acute 
pyelitis in infancy.” Holt! adds that a 
large amount of alkali is necessary to al- 
kalinize the urine and that “citrate of 
potash sufficient to render the urine al- 
kaline is apt to cause diarrhea or vomit- 
ing.” This has not been my experience. I 
have employed this agent in a_ seven- 
months-old infant, first seen in consulta- 
tion in Charlottesville, Virginia, and later 
treated at the Jewish Hospital, Philadel- 
phia, in doses of 20 grains every two 
hours night and day for a period of weeks, 
not only without ill effect but with what 
appeared to be a life-saving result. This 
infant was in a semicomatose state, it 
having been previously ill for a period 


of one month with what appeared 
to be an unexplainable temperature. Ex- 
amination of the urine, up to this 


time neglected, laid bare the cause and 
indicated the cure. Each time citrate 
was withdrawn the infant relapsed, as the 
urine became acid and the organisms 
(colon bacilli) and pus corpuscles again 
appeared. Citrate in gradually diminish- 
ing amounts was continued for one year. 
The infant at this time is in perfect con- 
dition, according to a letter recently re- 
ceived from the mother from Kentucky. 
She states that during the year there were 
times when pus and temperature again ap- 
peared, but they were made to speedily 
disappear by the use of citrate. I have 
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on two or three occasions noted mild ill 


effects from alkalies. Edema of the eye- 
lids has been the most common. Both 
upper and lower lids (important in dis- 
tinguishing edema of lids due to nephritis, 
where usually only the lower lids are af- 
fected) were involved. This edema is 
probably due to alkalinosis, and disappears 
following a temporary suspension of the 
drug or a reduction in the dose. Instead 
of citrate of potassium the soda salt may 
be employed, or sodium bicarbonate. Fatal 
and nearly fatal instances, the latter with 
spasmophilia or tetany (used synonymous- 
ly), have been met from excessive inges- 
tion of sodium bicarbonate. The former 
occurred in my own practice in an infant, 
not the subject of pyelitis, but of asthma 
and eczema. It was proposed to treat 
these by alkalinization, and bicarbonate of 
soda, in the amount of 3ij, was scattered 
throughout the food daily. The infant 
developed universal edema, subnormal 
temperature, convulsions and coma, in. 
‘which it died. In another instance of 
eczema, universal edema and drowsiness 
intervened, but they subsided upon with- 
drawal of the drug. Yet in other cases, 
in which sodium citrate was employed in 
the milk’ formula as an anti-emetic after 
the method of Poynton and Wright, the 
incidence of edema, at first mistaken for 
normal gain in weight, has been observed. 
Morse, on October 29, 1920, verbally re- 
ported before the joint meeting of the 
New England, the New York and the 
Philadelphia Pediatric Societies in Bos- 
ton, the case of a child some three or 
four years of age, who had received about 
750 grains of bicarbonate of soda within 
a brief space of time for pyelitis, and who 
had developed drowsiness, edema, twitch- 
ings, carpo-pedal spasms, and the electrical 
and reflex phenomena of spasmophilia. All 
symptoms subsided upon withdrawal of the 
drug and were made to reappear upon re- 
newed administration of it, and even when 
potassium citrate was substituted and given 
for effect upon the urine. 

These experiences are emphasized not to 
discourage the use of alkalies in this dis- 

















ease or in any other, but merely that 
they may be recognized when they appear 
so that these drugs may be administered 
with caution and that the enthusiasm for 
alkalinization may not carry the physician 
too far afield. As against this I have as 
previously stated administered potassium 
citrate in 20-grain doses day and night 
every two hours over a period of weeks, 
and thence continuously for a period of a 
year, in reduced amounts, in a case of 
pyelitis, without the least noticeable ill 
effect. I have no experience with bicar- 
bonate of soda in pyelitis. 

Hexamethylamine has given me no en- 
couraging result except where it apparent- 
ly produced temporary cleansing of the 
urine in a chronic case without fever. 
Alkalies may not be administered during 
the use of hexamethylamine. There are 
cases which will yield neither to this drug 
nor to the alkalies permanently—i.e., there 
is always a relapse when the alkali is 
discontinued, and it cannot be adminis- 
tered forever. In these instances the or- 
ganisms probably remain dormant during 
alkalinization of the urine. Later they 
may resist the alkaline environment in 
which they find themselves by a change 
in their nature or strain and become clin- 
ically active. They are alkali-fast. In 
these instances it is impossible to clear the 
urine, although the infant, being free of 
fever, remains clinically well. The vac- 
cines may be tried, but they must be autog- 
enous and given fresh in large doses over 
quite a period of time. In a boy I wit- 
nessed what appeared to be a striking 
effect. In other cases vaccines seemed 
to be helpful, and in yet others their effect 
was doubtful. 

Case 1.—Baby K., female, 7 months. 
Seen in Charlottesville, Va. Treated four 
weeks for “fever.” General examination 
had revealed nothing. Blood showed 16,500 
leucocytes. Examination of urine indicat- 
ed pus in large amount and albumin in 
traces. Urine acid. Colon bacilli recovered. 
Treatment: Potassium citrate, gr. xx every 
two hours day and night with one or two 
injections of autogenous vaccine. Result, 
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recovery with intermittent relapses as drug 
was withdrawn. Recovery in each in- 
stance after readministration of alkali. 
Final result, complete recovery. 

Case 2.—Baby F., female, aged 6 years. 
Cloudy, acid urine, containing pus in large 
amount, albumin, and colon bacilli. His- 
tory of previous acute illness marked by 
“fever.” No diagnosis had been made 
at this time. Treatment: potassium citrate 
gr. xx every three hours. Urine seemed 
to clear somewhat, but was not entirely 
clear. Alkalies withdrawn and hexamethyl- 
amine gr. iij every four hours admin- 
istered. Urine became clear. Relapse. 
Potassium citrate resumed with autogenous 
vaccine ; no effect. Hexamethylamine tried 
again with vaccine; no effect. Ureteral 
catheterization proposed. Parents refused, 
and impossible to find a genito-urinary 
surgeon who would attempt the ma- 
neuver. Case clinically well except for 
pus in urine. Advised to abandon treat- 
ment temporarily. 

Case 3.—Female, taken suddenly ill with 
high fever, rigor, and gastric symptoms. 
Case diagnosed as pyelitis by Dr. W. C. 
Batroff, with whom it was seen in consul- 
tation. Urine acid, cloudy, and contained 
pus, albumin, and colon bacilli. Hexa- 
methylamine with sodium benzoate had 
done no godd. Potassium citrate advised, 
gr. xx every three hours. Result, recovery 
to date.. . 

Case 4.—Female, aged 6 months. Acutely 
ill for four weeks with fever and gastro- 
intestinal symptoms. General examina- 
tion negative. Pus, albumin and colon 
bacilli found: in acid urine. Potassium 
citrate, gr. xx every three hours and autog- 
enous vaccine. Complete cessation of all 
symptoms, and pus, albumin and bacteria 
free alkaline urine within three days. Has 
remained so for one month, alkali being 
continuously administered, though less 
often throughout this period. 

Case 5.—Female infant, seen with Dr. 
J. Vomiting. Loose dyspeptic stools, high 
fever, drowsy. Ill two weeks, general 
condition poor. Diagnosis, gastroenteri- 
tis. Treated by starvation, hunger period, 
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purgation, various food adjustments, co- 
lonic irrigations, bismuth, chalk, and as- 
tringents. Urinary examination revealed 
large amount of pus and albumin and 
colon bacilli in acid urine. Potassium 
citrate advised, gr. xx every three hours. 
Indifferently administered by parents, and 
urotropin substituted by attending physi- 
cian. No improvement. Advised potas- 
sium citrate again and autogenous vaccine, 
on second consultation. Refused vaccine, 
and general attitude on part of parents 
skeptical as to treatment. Physician lacked 
force to carry out ideas. Dismissed. Re- 
sult: Treated by a homeopath and died 
three weeks later. 

Case 6.—Seen with Dr. C. Female in- 
fant, very ill with high fever and gastro- 
intestinal symptoms. Treated for “gastro- 
enteritis.” Urinary examination revealed 
the evidences of pyelitis, and case made 
uneventful recovery with potassium citrate, 
gr. xx every three hours. 

Case 7.—Baby P., male, aged 4, son of 
physician, ill for one year with irregular 
fever and its concomitant nutritional fea- 
tures. Physical examination only showed 
a pus-laden acid urine with colon bacilli. 
Citrate of potassium, hexamethylamine 
and autogenous vaccine were not helpful, 
although none was tried in my judgement 
sufficiently long. Later operated upon, and 
abscess of one kidney and of the pelvis 
of the kidney found. Recovered. 

Case 8.—Male, aged 3, referred for treat- 
ment by Dr. A. of Reading. Complaint, ir- 
regular fever, anorexia, malaise, etc. Ill 
for two months. Urinary examination 
made plain pyelitis. Recovered under potas- 
sium citrate and autogenous vaccine. 


CONCLUSIONS. 


From this clinical study the following 


conclusions seem inevitable: 

1. Pyelitis is a common disease of infancy 
and childhood. 

2. It is more common in females. 

3. Most cases depend upon infection by 
the B. coli communis. 

4. The disease is most often mistaken, 
especially in infants, for “gastroenteritis,” 
but may go on unrecognized for weeks and 
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be confounded with, or in fact may resem- 
ble, a variety of other common diseases of 
infancy and childhood. 

5. The diagnosis may only be made by a 
routine study of the urine, which shows pus, 
albumin, and commonly the colon bacilli, 
and is acid in reaction. 

6. No case of illness should be regarded 
as having been carefully studied unless the 
urine has been examined. 

7. Treatment consists in the administra- 
tion of either potassium citrate or sodium 
bicarbonate in dose sufficient to keep the 
urine alkaline. To be permanently success- 
ful the alkaline reaction of the urine must 
be maintained for some time, especially if 
the colon bacillus be the infecting agent. 
The patient meanwhile must be carefully 
watched for the first evidence of alkalinosis. 
Hexamethylamine may do some good, but 
rarely, and must be given with sodium 
benzoate to insure acidity of the urine. 

8. Autogenous vaccines may be of some 
help. 

9. Relapses are treated as primary 
attacks. 

10. Cases that are clinically well and 
which still show pus and bacilli in the urine, 
and which resist all treatment, should be 
studied with the cystoscope and ureteral 
catheter. 

11. Juvenile cystoscopy and_ ureteral 
catheterization are very much neglected 
arts of the genito-urinary surgeon and need 
developing. 
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A Series of Cases Illustrating the Use of Various 
Tests in the Study of Renal Diseases’ 


BY ROSS V. PATTERSON, M.D. 
Associate Professor of Medicine in the Jefferson Medical College; 
AND 
HAROLD W. JONES, M.D. 
Chief Resident Physician in the Jefferson Medical College Hospital, Philadelphia 


Introduction—The present report is an 
endeavor to present a series of illustrative 
and typical cases of various forms of 
nephritis, grouped according to their prom- 
inent clinical features, in which careful 
studies of the blood chemistry, specific 
gravity, fixation determination, urea test, 
and phenolsulphonephthalein tests were 
made, with a view to determine their value, 
relative and absolute, and the correlation 
which they may show with clinical findings 
and ordinary urine examinations. 

Certain facts regarded as having a prac- 
tical bearing upon the etiology, diagnosis, 
and course of renal disease are indicated in 
the case reports. The cases are presented 
in groups, according to the following plan 
of classification : 

Group I. Bichloride of mercury poison- 
ing, with acute nephritis. 

Group II. Primary acute nephritis. 

Group III. Acute intercurrent nephritis, 
an important clinical group, many individual 
cases of which are often thought to be 
primary. 

Group IV. Chronic nephritis with cardio- 
vascular disease, the largest and most 
important clinical group encountered in 
medical practice, showing many variations 
and combinations of different degrees and 
manifestations. 

Group V. Chronic nephritis with uremia, 
illustrating both acute and chronic forms of 
the latter. 


GROUP I. ACUTE NEPHRITIS FROM BICHLOR- 


IDE OF MERCURY. 


Case 1—T.B., female, aged 23, admitted 
to the hospital twenty minutes after swal- 
lowing two tablets of bichloride of mercury. 


—_—— 


*Read before the Philadelphi i i 
Marche ogg) Fee iladelphia County Medical Society, 


There was total suppression of urine for 
the first two days; on the third day the 
urine totaled 400 Cc., and contained a 
decided trace of albumin, many white blood 
cells, but no red blood cells or casts. On 
the seventh, ninth and tenth days both white 
and red blood cells were present in large 
numbers, with occasional casts. The urine 
increased to 2500 Cc. on the fifth day; the 
specific gravity was constantly low. 
Clinically, the nephritis would be estimated 
as of moderate severity. The phenolsul- 
phonephthalein output for the two-hour 
period was 40 per cent on the fourth day, 
and 50 per cent on discharge, two weeks 
after admission. The blood. nitrogen did 
not exceed normal limits. Judged by both 
clinical results and functional tests, recovery 
was satisfactory in this case. 

Case 2—W. T., male, aged 40, came 
under observation thirty minutes after 
swallowing eleven tablets of mercury 
bichloride. Suppression of urine did not 
occur. The daily amount ranged from 700 
Cc. to 1500 Ce. On the fifth day a light 
cloud of albumin appeared, but no red blood 
cells or casts were found at any time. The 
nephritis would be classed clinically as of 
mild degree. The functional tests closely 
correlated with the clinical estimate and 
were as follows: 

Phenolsulphonephthalein test on the fifth 
day, 40 per cent. 

Blood nitrogen, slightly above normal 
amounts. 

The two-hour urine test showed a slight 
tendency to fixation of the specific gravity. 

The amount of night urine was high in 
comparison with the amount excreted dur- 
ing the day. 

He was discharged twenty-four days 
after admission, without symptoms, a 
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phenolsulphonephthalein output of 50 per 
cent, and the other tests indicating nearly 
normal renal function. 

Case 3—C. F., male, aged 26, reached 
the accident ward one hour after taking 
two tablets of bichloride of mercury. The 
first day’s urine was 2500 Cc.; the second 
day 1600 Cc., followed by suppression for 
the succeeding six days. Until his death 
on the ninth day he was mentally clear, and 
without uremic symptoms. 

The second day’s urine showed a cloud 
of albumin and many granular casts. The 
non-protein nitrogen, estimated on the third 
day, gave a total of 117 mg., the urea 
nitrogen being 66 mg., and the creatinine 
4.1mg. Again estimated on the eighth day, 
the total non-protein nitrogen was 246 mg.; 
urea nitrogen, 148 mg.; creatinine, 6. 

Discussion—In all three cases, burning 
gastric pain, vomiting, and the evidences of 
marked corrosive effects upon the mucous 
membranes were present. In the first two 
cases vomiting ceased after the second day; 
in the fatal case it continued and became 
more severe. From the ordinary clinical 
standpoint cases 1 and 2 would be regarded 
as completely recovered, 
phenolsulphonephthalein test indicated 
slightly impaired function. The fatal ter- 
mination in the third case, without mental, 
nervous or other uremic symptoms, but 
with a nitrogen retention of high grade, 
would support the view that uremia is not 
due to the presence of nitrogen bodies in 
the blood in increased amount, but must be 
caused by some other, agency. 


GROUP II. PRIMARY ACUTE NEPHRITIS. 


Case 4.—S. R., a previously healthy girl 
of 13, following an attack of acute tonsillitis, 
rapidly developed scanty urine, edema of 
the feet and face, and mental dulness. She 
was admitted to the hospital on the ninth 
day of the disease. During the next 
twenty-four hours the urinary output was 
100° Cc. ; in the two succeeding twenty-four- 
hour periods the amount increased to 500 
Cc. and 1700 Cc. There were a decided 


trace of albumin, many white blood cells, 
and granular casts. 


Clinical diagnosis: 
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moderately severe acute _ glumerulo- 
nephritis, with edema, following tonsiliitis. 
On discharge she continued to show albumin 
and casts. On the third hospital day, and 
twelve days after the onset, the results of 
various tests were as follows: 

Phenolsulphonephthalein elimination, 50 
per cent; this percentage did not increase in 
subsequent tests. 

Total non-protein nitrogen, 78 mg.; urea 
nitrogen, 49 mg.; creatinine, 1 mg.; one 
month later the blood findings were normal. 

Urine urea concentration test, 1.6 on the 
eighteenth day. 

Two-hour specific gravity determination 
showed fairly marked fixation. 

The ratio of night to day urine was low, 
and remained unchanged with clinical im- 
provement. 

The blood-pressure fell from 148/80 to 
110/66. 

The bodily weight fell from 96 to 76 
pounds, with the disappearance of dropsy. 

Discussion —tThe first impression created 
by the history and symptoms of the case 
would be that of an ordinary acute nephritis 
with edema. More careful study suggests 
a chronic basis. An absence of red blood 
cells is of some significance. A phthalein 
output of 50 per cent unchanged in the 
subsequent course also suggests an under- 
lying antecedent chronic process. The high 
blood nitrogen concentration was doubtless 
the result of diminished urinary secretion, 
often an important factor in the produc- 
tion of this finding. The most important 
clues to the recognition of the true nature 
of the process were the two-hour fixation 
test and the increase in the amount of 
night urine above normal, both of which 
findings remained constant throughout the 
course, and persisted at the time of dis- 
charge. The final analysis strongly sug- 
gests an acute nephritis intercurrent in the 
course of a chronic condition. A loss of 
more then twenty per cent of the total body 
weight in a patient with moderate edema 
emphasizes the importance of internal 
“waterlogging,” from fluid retention, and 
the fallacy of placing too much reliance 
upon the absence of edema in excluding 
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Ambard has shown that at 
least 6 liters of fluid may be retained before 
there is appreciable edema. 


such retention. 


GROUP III. ACUTE INTERCURRENT NEPHRITIS. 


Case 6.—M. H., an overgrown boy of 16, 
presented, on admission, marked pallor, 
well-developed edema of the legs and over 
the sacrum, coincident with acute suppura- 
tive otitis media. He complained of extreme 
weakness. There was a history of frequent 
headaches for many years, cough, a lack of 
endurance, and intermittent swelling of the 
Cardiac hypertrophy, arterial 
sclerosis, and hypertension were present. 
The urine showed a cloud of albumin, many 
red and white blood cells, but only an 
occasional hyaline cast. 
tomical 


ankles. 


The history, ana- 
and 
seemed to justify the diagnosis of chronic 
diffuse nephritis, with an acute exacerba- 
tion. The treatment was largely dietetic. 
He was discharged after three months’ 
observation, symptomatically much im- 
proved, resumed his occupation, and was 
still at work one month later. 

The phthalein test vielded 45 per cent on 
admission, 60 per cent two weeks later, 
and 30 per cent on discharge. The blood 
1itregen fell within normal limits on admis- 
sion, but at discharge there were total 
non-protein nitrogen 50 mg., urea nitrogen 
25 mg., creatinine 1 mg. The two-hour 
specific gravity determination showed mod- 
erate fixation at low levels. The blood- 
pressure ranged from 140/86 on admission 
to 160/110 on discharge. There was a loss 
of 26 pounds in the body weight, chiefly, 
if not entirely, due to fluid elimination. 

Discussion —The clinical picture was that 
of a severe grade of acute nephritis super- 
imposed upon well-advanced chronic¢ lesions. 
The functional tests at first seemed at 
variance with the unmistakable clinical 
evidence. The specific gravity fixation 
apparently was the most constantly illumin- 
ating; the phthalein and blood chemistry 
findings gave tardy evidence of renal 
impairment. The urinary findings were 
typical of severe nephritis except for the 
absence of casts in any considerable number, 


changes, symptoms signs 
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an absence to be explained perhaps by an 
unusual distribution an1 character of the 
lesions. 

Case 7.—C. B., a male, aged 43, following 
acute tonsillitis, developed pain in the calves 
of the legs, shortness of breath, and 
swelling of the lower extremities. There 
were cardiac hypertrophy, arterial thicken- 
ing, and a systolic blood-pressure of 170. 
The urine was normal in quantity ; specific 
gravity, 1016; a decided trace of albumin; 
many red and white blood cells and numer- 
ous casts. The clinical data suggested a 
moderately severe acute intercurrent 
nephritis of toxic origin. The functional 
tests indicated a more severe impairment 
than was denoted by the clinical evidences. 

The phthalein test was 40 per cent, both 
on admission and discharge. 

Blood nitrogen slightly above normal 
limits. 

The quantity of night urine equaled or 
exceeded the amount of day urine. 

There was rather marked fixation of the 
specific gravity in the two-hourly and night 
urine. 

Urine urea concentration, 1.5 per cent. 
The patient made satisfactory improvement, 
and was discharged without symptoms six 
weeks after admission. Two weeks later 
the urine still revealed albumin and red 
blood cells, but no casts. 

From an ordinary clinical standpoint, the 
case presented would be classed as one of 
only moderate severity. However, the 
specific gravity fixation, high night urine, 
and low urea concentration would class the 
case functionally as one of more severe 
character. This case is in marked contrast 
to the previous one, in which reverse con- 
ditions were shown. 

Case 8—R. L., a boy of 12. The diag- 
nosis was intercurrent acute nephritis with 
uremia. There were diminished urine, 
stupor, dyspnea, and persistent vomiting, 
edema of the face and extremities. The 
urine showed a heavy cloud of albumin, 
many casts, red and white blood cells. 

Phthalein output, 15 per cent. The two- 
hour test showed low specific gravity and 
moderate fixation with restricted output. 
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The night and day urine were equal in 
amount. Urea concentration, 1.1 per cent. 

Discharged three weeks later; he was 
without toxic effects, and symptomatically 
.much improved. The functional tests, 
hewever, gave clear indications as to the 
degree of permanent damage and ultimate 
outlook. Phthalein output of only 20 per 
cent, blood nitrogen 42 mg., urea nitrogen 
24 mg., creatinine 2 mg., and the presence 
of blood cells and albumin gave somewhat 
contradictory indications and show the 
error into which one may be led by placing 
too great reliance upon one test. The 
occurrence of severe uremic symptoms with 
only slight nitrogen retention would indicate 
the absence of a definite causal relation 
between them. The creatinine concentra- 
tion of two milligrammes is of importance 
and may be considered as a retention effect 
of particular prognostic significance in this 
case. 

Case 9.—P. B., a large muscular miner 
of 45, showed edema of feet, legs, sacral 
region, and face. These symptoms had 
developed one month before, following 
suppurative tonsillitis. There were the 
evidences of advanced arterial sclerosis and 
cardiac hypertrophy ; the blood tension was 
220/110; there were impaired resonance 
and moist breathing at the bases of both 
lungs. The urine showed a normal specific 
gravity, a large amount of albumin, and 
many hyaline and granular casts. He made 
remarkably rapid improvement, and was 
discharged subjectively and symptomatically 
well after two weeks’ treatment. The 
phthalein output on admission was 35 per 
cent, on discharge 45 per cent. Non-protein 
nitrogen, 57 mg.; urea nitrogen, 28 mg.; 
creatinine, 1.2 mg.; on discharge the 
amounts had fallen to normal. The day- 
night urine amounts were 600 to 500 Cc. 
on admission ; 1100 to 400 Cc. on discharge. 
The two-hour test showed some tendency 
to fixation of the specific gravity, which was 
constantly low. The urea concentration was 
1.5 per cent. At discharge the urine was 
almost normal; two weeks later it was 
entirely clear. With improvement the 
blood-pressure fell from 220/110 to 150/80. 
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Discussion—The intercurrent nature of 
the acute nephritis seemed established by 
the history and associated signs. This case 
is one showing a rather close correlation 
between the clinical evidences and the 
laboratory findings. Clinical improvement 
was accompanied by corresponding changes 
in the functional test. The phthalein test 
alone persisted beyond convalescence to 
reveal the presence of a chronic renal pro- 
cess. 


GROUP IV. CHRONIC NEPHRITIS WITH ASSO- 
CIATED CARDIOVASCULAR DISEASE. 


Case 10.—A. H., a spare-built policeman 
of 39, without symptoms and unaware of 
any disability, upon routine examination 
revealed an albuminuria of slight degree, 
hyaline and granular tube casts. He gave 
a history of acute nephritis with edema five 
years before, but had since been in good 
health, and worked without interruption. 
The blood-pressure was 160/130; later it 
dropped to 120/80; there was severe mouth 
infection, energetically treated and relieved 
during the period of twenty-five days’ 
observation. The case represents the type 
of a seemingly healthy individual in whom 
a trace of albumin and a few tube casts are 
accidentally discovered, and usually re- 
garded as of no great consequence. The 
functional tests pointed to a different 
conclusion. The phthalein excretion was 35 
per cent, rising later to 40 per cent. The 
blood non-protein nitrogen was 46 mg. The 
two-hour test showed some fixation with 
normal specific gravity. The night urine 
was at first relatively high, but later 
assumed a nearly normal ratio. 

This case is one in which there were no 
symptoms whatever to attract attention to 
the kidneys of an active man. The hyper- 
tension and slight urinary findings were 
evidences of damage, the extent of which 
was revealed only by a careful determina- 
tion by exact methods. With the removal 
of the mouth infection he gained five pounds 
in weight, the urine was clear of albumin 
and casts, at least transitorially, the 
phthalein output rose 5 per cent, and night 
urine concentration reéstablished _ itself. 














Permanent damage evidenced itself in the 
low phthalein output. 

Case 14—L. S., a pale, thin woman of 
38, became suddenly dizzy on the street, and 
rapidly developed unconsciousness before 
she could be brought to the hospital. On 
admission there were marked pilmonary 
edema, gasping respirations, and complete 
unconsciousness. Her condition was urgent 
and alarming. Venesection, and the with- 
drawal of 26 ounces of blood, resulted in 
marked improvement. There were definite 
signs of grave arterial sclerosis, and marked 
cardiac hypertrophy. The blood-pressure 
was 240/150. She gave a history of attacks 
of dizziness and headaches beginning three 
months before. The urine showed a heavy 
cloud of albumin, a specific gravity of 1010, 
but no casts, findings which might easily 
result from acute cardiac failure and 
hypertension, especially as she made a satis- 
factory recovery from the acute condition. 
The functional tests, with only a faint trace 
of albumin, however, clearly demonstrated 
a marked degree of renal damage in addi- 
tion to the other anatomical changes. They 
were as follows: 

Phthalein output 40 per cent, later reach- 
ing 45 per cent. 

Non-protein nitrogen, 71 mg.; urea nitro- 
gen, 42 mg.; creatinine, 1.5 mg. 

The night urine compared with the 
amount of the day urine was disproportion- 
ately large in amount. The specific gravity 
was low, and varied within narrow limits. 
Urea concentration test gave 1.6 per cent. 

The patient was discharged and remained 
subjectively well for more than three 
months. She was brought to the emer- 
gency ward with acute symptoms almost 

identical with those of the previous attack, 
was bled with apparent benefit, then sud- 
denly complained of chest pain, and died 
in a few minutes from acute heart failure. 
The autopsy showed diffuse arteriosclerosis 
with general nodular involvement of the 
aorta, a marked grade of cardiac hyper- 
trophy, and contracted kidneys of extreme 
grade. 

Case 16.—A. T., a musician of 47, com- 
plained of blurred vision, burning pain over 
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the entire left side, and inability to concen- 
trate the attention. Eighteen months 
previously convulsions, unconsciousness, and 
loss of power on the left side had occurred. 
Motion was rapidly regained, but burning, 
stinging pain, with numbness, had devel- 
oped. The arteries were sclerotic, the heart 
hypertrophied, the blood-pressure 230/130 ; 
the urine was of low specific gravity, and 
contained a very faint trace of albumin, 
but no casts. The eye grounds showed 
little change. Cardiovascular disease, with 
hypertension, was clearly evident. The 
history indicated uremia, and the urine 
pointed to contracted kidneys. The func- 
tional tests were not in accord with the 
clinical conclusions as regards the severity 
of the nephritis. Phthalein elimination 
varied from 50 to 60 per cent; the blood 
nitrogen was normal; the two-hour test 
showed but slight tendency to fixation of 
the specific gravtiy. The kidney involve- 
ment was less severe than the clinical 
analysis would indicate. The possibility of 
arterial spasm rather than uremia seemed to 
account for his previous convulsions; un- 
consciousness and loss of power might be 
considered in view of the mild derangement 
of kidney function. 


GROUP V. CHRONIC NEPHRITIS WITH 


UREMIA., 


Case 19.—J. G., aged 53, admitted with 
urgent dyspnea, Cheyne-Stokes breathing, 
pain, nausea and vomiting, following influ- 
enza. There were cardiac hypertrophy and 
a blood-pressure of 210/110. The daily 
output of urine was 300 Cc. It was of low 
specific gravity, contained a cloud of 
albumin, and many granular casts. The 
diagnosis was cardiovascular renal disease 
with uremia. 

The phthalein output was 40 per cent; the 
blood nitrogen normal; serial determination 
of the specific gravity showed a slight 
tendency to fixation. The amount of the 
night urine equaled that of the day urine, 
and the ratio remained unaltered. The 


urinary findings and clinical toxic symptoms 
indicated a much severer grade of renal 
failure than was revealed by the functional 
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tests. An unapparent cardiac failure may 
account, in part, for the urinary findings. 
He made a satisfactory recovery, and was 
discharged one month later with a much 
lowered blood-pressure (160/120). 

Case 20.—G. R., a prematurely old man 
of 39, with well-evidenced cardiovascular 
disease ; when first seen exhibited dyspnea, 
Cheyne-Stokes breathing, weakness, nausea, 
mental dulness, confusion, and edema, all 
of more or less progressive development 
over a number of days. The blood-pressure 
was over 200. The urine was scanty, 
specific gravity 1018, and showed a heavy 
cloud of albumin, hyaline and granular 
tube casts. The condition was recognized 
to be one of gradually developing uremia 
in chronic nephritis and cardiovascular dis- 
ease of advanced grade. 

Phthalein elimination, 25 per cent; later 
with improvement it reached 80 per cent. 
Non-protein nitrogen, 58 mg.; urea nitro- 
gen, 29 mg.; creatinine, 1.33 mg. 

After three weeks’ active treatment he 
felt sufficiently improved to resume his 
occupation as a hotel clerk. The functional 
tests indicated little real improvement. He 
was readmitted two weeks later with a 
recurrence of his former symptoms, rapidly 
became comatose, and died six days later 
without convulsive seizures. 

The blood-pressure at the second admis- 
sion was 144/82, but rapidly rose to 
200/150. The phthalein output was 20 per 
cent ; the non-protein nitrogen, 81 mg. ; urea 
nitrogen, 32 mg.; creatinine, 2 mg., two 
days before death. 

This patient was one in whom the 
severity of the renal disorder could easily 
be estimated from either the clinical evi- 
dences or the special findings. 

Case 21.—A. Andrews, a prematurely 
aged man of 46, had long suffered from 
severe headaches, attacks of vertigo, and 
nocturnal polyuria. Arterial sclerosis and 
cardiac hypertrophy were marked. The 
blood Wassermann reaction was 4+. Blood- 
pressure, 230/138. There was albuminuric 
retinitis. The urine examination showed a 
specific gravity of 1010, normal quantity, a 
light cloud of albumin, and a few granular 
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casts. The patient represented an advanced 
stage of cardiovascular renal disease, with 
tertiary syphilis. He was under observation 
for several months, and made no improve- 
ment. The terminal events were of brief 
duration, and consisted of anasarca and 
uremic symptoms—nausea, vomiting, severe 
headache, dimness of vision, restlessness, 
stupor, coma and death. 

Previous to the development of the fatal 
symptoms he had shown a phthalein elimin- 
ation of 25 to 30 per cent; non-protein 
nitrogen, 61 mg.; urea nitrogen, 46 mg.; 
creatinine, 1.8 mg. Later the amounts 
rose to slightly higher levels. The urea 
urinary concentration test yielded 1.6 per 
cent; the two-hour test of specific gravity 
showed marked fixation at a low level; the 
night urine was relatively high throughout. 

In the two fatal cases terminating with 
uremic symptoms—one of an acute type, 
the other of a chronic variety—the blood 
nitrogen concentration was not great, as 
might have been expected from the severe 
clinical types which they represented. 


SUMMARY OF CONCLUSIONS. 


1. The ordinary examination of the urine 
does not give dependable evidences of renal 
disease. 

(a) In many cases the examination of 
the urine yields almost negative results in 
the presence of marked functional impair- 
ment. 

(b) In other cases the urinary findings 
indicate marked disease, which conclusion is 
not supported by functional tests. Renal 
lesions of a focal or patchy character, or an 
extrarenal influence, as cardiac failure, may 
be the explanation of the contradictory 
findings. 

(c) A few cases were discharged much 
improved, both clinically and functionally, 
in whom there were marked and persistent 
urinary findings. 

2. In the ordinary examination of urine, 
slight findings with a low specific gravity 
are of more significance than more marked 
changes with a high specific gravity. 

3. The symptoms of renal disease, while 
of very definite diagnostic value, are not an 














absolute indication of the degree of func- 
tional impairment. This statement is 
especially applicable to the cases of moder- 
ate severity. 

Twenty-two of twenty-five cases observed 
were symptomatically much improved, 
while only eight were improved both func- 
tionally and symptomatically. 

4. The functional tests are a more exact 
means of estimating the prognosis than by 
either the clinical symptoms or the examin- 
ation of the urine. 

5. The functional tests are the best guide 
as to the subsequent management of the 
case. 

6. The estimation of the blood nitrogen 
is of value only in cases of advanced 
nephritis. In all of our cases, except two, 
the blood nitrogen was increased only with 
a reduction of the phthalein output to 40 
per cent, or less. Based upon his experi- 
ments upon dogs, McNider concluded that 
nitrogen retention does not occur until the 
phthalein output is diminished to 48 
per cent. 5 

7. Some investigators place the normal 
creatinine finding as high as 2.5 mg. per 
100 Cc. In our three fatal cases, only one 
gave a value above 2.5 mg. Several of the 
particularly severe cases showed creatinine 
at about 2 mg., and on discharge the amount 
was unaltered, or even slightly increased ; 
this finding occurred in cases improved 
clinically, and in the presence of a reduction 
in the other nitrogen elements of the blood. 
Most of our cases had a creatinine content 
of 1 mg. to 1.2 mg. Those cases in which 
high values occur should receive a more 
guarded prognosis. 

8. Uremia and uremic symptoms are not 
dependent upon nitrogen retention. 

(a) In acute nephritis with severe 
uremic symptoms (Case 8) the blood 
nitrogen elements were only slightly in- 
creased. 

(b) In Case 19, with well-developed 
uremia, the blood nitrogen was normal. 

' (c) In our two fatal cases of uremia 
there was only a moderate increase in the 
blood nitrogen. 

(d) In the fatal case of mercury poison- 
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ing the blood nitrogen was greatly increased, 
but uremic symptoms were absent. * 

9. Nocturnal polyuria is an important 
early symptom of nephritis. A disturbance 
of the normal ratio between the amounts 
of the night and day urine occurs relatively 
early ; with improvement there is a tendency 
to resume the normal ratio. An estimation 
of this ratio is of value. 

10. The urea concentration test is of 
value in hospital work, but the test is com- 
paratively recent, and additional data must 
be accumulated before its general accep- 
tance will be justified. 

11. It is evident from a study of the 
results of functional tests in various cases 
that in some instances they do not 
satisfactorily determine the renal status. 
Occasionally unmistakable clinical evidence 
is not in accord with the functional tests. 
On the other hand, the functional tests may 
evidence much greater impairment than is 
shown clinically. 

In many of our cases we found that the 
different functional tests did not yield 
uniform indications of impairment, or that 
the results were disproportionate. It would 
appear, therefore, that the best results are 
to be accomplished by the use of more than 
one test instituted at various periods, and 
that the results of each be considered in a 
final analysis. 

12. From the standpoints of both avail- 
ability and reliability, the best test is the 
phenolsulphonephthalein. It has proven 
accurate and reliable ; it is easily carried out 
in both hospital and private practice. The 
two-hour fixation test has seemed to us the 
test of second choice ; in some cases, indeed, 
the first choice. It also has the merit of 
availability, as well as dependability. It is 
more useful in detecting chronic contracted 
kidney, the most frequent form of renal 
disease. 

13. Clinical Observations—Many cases 
of acute nephritis which are apparently 
primary are, in fact, intercurrent, the 
chronic disease being unsuspected, and 
resulting in lowered resistance and suscep- 
tibility to infection. The importance of a 


knowledge of these facts bears upon the 
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future management. Cardiac failure or 
weakness developing in the presence of only 
moderately advanced renal disease may 
result in marked renal disturbance without 
obtrusive evidences of cardiac failure. 
Clinical observations would seem to indicate 
that blood-pressure varies with the renal 
function, tending to rise with impairment, 
and fall with improvement, provided the 
cardiac factor remains constant. This is 
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particularly true in the more acute cases 
and in the chronic cases of moderate degree. 
When the renal destruction is severe and of 
long standing, with associated cardio- 
vascular change, the pressure is apt to be 
but little influenced. 

Valuable references to the literature of 
this subject will be found appended to the 
first part of this communication published 
in the GazeTTe for June, 1921. 


A Clinic at the Jefferson Medical College 
Hospital 


BY HOBART AMORY HARE, M.D. 
Professor of Therapeutics and Diagnosis, Jefferson Medical College, Philadelphia 


The first patient that I am bringing 
before you to-day has presented in the 
course of her illness a number of conditions 
which have made a diagnosis difficult, and 
which have raised interesting questions as 
to the method of treatment which should 
be pursued. 

Suffering from an attack of quinsy, or 
suppurative tonsillitis, she was subjected 
outside of this hospital to a double tonsil- 
lectomy, after the suppuration had largely 
ceased. Four weeks later she entered this 
institution with a temperature of 102.5°, 
complaining of severe pain in the right side, 
which, according to her description, was 
more below the diaphragm than above it, a 
rapid pulse, a leucocyte count of 22,000, and 
evidently severely ill. There was some 
fixation of the muscles on the right side 
of the abdomen, and the opinion was 
expressed on the part of two or more exam- 
iners that she was suffering from an appen- 
dicitis and that an operation should be 
performed. The fact, however, that no 
marked tenderness could be developed in 
the neighborhood of the appendix, and that 
she seemed to have more pain when palpa- 
tion was gradually exercised in the right 
upper quadrant, raised the question as to 
whether she might have an infected gall- 
bladder, but this seemed to be excluded by 
her age, which is about twenty, and by 





reason of the fact that there was no definite 
point of tenderness in the gall-bladder 
region. On taking a full breath during 
palpation she complained of sharp pain 
outside of the gall-bladder area and the 
lower pole of the right kidney could be felt, 
and when it was felt there was a marked 
increase in the pain. This led to the belief 
that she might have a perinephritic abscess 
or an abscess in the kidney itself, and the 
question was considered whether she should 
not be subjected to an operation which 
would be admittedly largely exploratory, 
with the idea of centering finally upon the 
appendix, gall-bladder, or kidney. The 
general systemic condition of the patient, 
however, was so bad that it was thought 
wise to wait for twenty-four hours, the 
more so as at this time she developed an 
area of dulness in the right lung between 
the upper and middle lobe, some fine rales, 
and some tubular breathing. This pulmon- 
ary condition seemed to contraindicate the 
use of ether, and it was suggested that 
operation should be done under local anes- 
thesia. d 

In view of the ‘uncertainty as to the 
locality of the lesion below the diaphragm, 
it was decided that masterly inactivity for 
the time being was the wisest course. She 
seemed desperately ill for two or three 
days, but at the end of that time she sud- 

















denly spat up a very considerable amount 
of foul pus, with the result that all her 
symptoms immediately moderated and her 
temperature fell approximately to normal. 
This condition persisted for a number of 
days, when there was again a rise of tem- 
perature in which curves characteristic of 
sepsis were present, there being with this 
rise of temperature an arrest of expectora- 
tion. Again there was discharge of pus 
from the mouth and again the temperature 
dropped. This happened on no less than 
three or four occasions. 

I should have told you that the x-ray 
examination made as soon as we discovered 
signs in the lungs revealed either an inter- 
lobar abscess close to the mediastinum or 
a suppurating lymph node. 

After a severe illness of several weeks 
the girl’s temperature became permanently 
normal, and she was discharged from the 
hospital to go to a convalescent home in 
the country. 

It is interesting to note that a few 
months later the girl returned to the 
hospital weighing more than ever before, 
having gained twenty-five pounds, and the 
picture of health, with a normal tempera- 
ture. The cause of her return, however, was 
a recrudescence of discomfort in her chest, 
with some cough, but no fever. She is now 
in the wards a second time for study and 
observation, with a normal leucocyte count, 
but with a shadow persisting in her chest 
in the area described, which may be due to 
the results of the old infection or to an 
encapsulated mass of pus. 

Here we have an illustration of two 
points which are of considerable impor- 
tance, namely, conservatism in dealing with 
patients who are desperately ill, and 
secondly, the noteworthy fact that many of 
these patients who have moderate sized 
purulent accumulations in juxtaposition to 
the larger bronchial tubes often, if not in 
the majority of cases, obtain relief by 
rupture of the abscess into the tube, which 
is nature's method of drainage, and 
although ultimate recovery does not take 
place in all of these cases, my experience 
has been that more of them recover than 
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when a radical operation for pulmonary 
abscess is attempted. As a matter of fact 
we should, I think, be guided in these cases 
more by the general condition of the patient 
than by what the physical signs or #+-ray 
may reveal. 

Many things can be done, only a few 
things ought to be done, and in some cases 
nothing should be done. 

A final point in regard to this patient is 
that pulmonary abscess or infections in the 
chest are by no means unusual after operat- 
ing upon septic tonsils. 

Subsequently this patient developed a 
second period of persistent septic fever, 
with expectoration of pus, and became so 
ill that operation was performed, consist- 
ing of incision, drainage, and later the use 
of Dakin’s solution. Gradual but complete 
recovery ensued. 


The second case, somewhat allied to the 
first, presents physical signs in the chest 
which are practically identical, although 


her history is very different. She does not 


seem to be as acutely ill as the first patient 
seemed to be, but is exceedingly pallid and 
feeble. Her history is that two months ago 
she suffered from such a severe postpartum 
hemorrhage that her life was despaired of 
and she was saved only by intravenous 
injection. Subsequently she developed 
cough and is now bringing up sputum, 
which, like that of the first patient, has a 
disagreeable odor. She also is running a 
temperature, which is indicative of septic 
absorption, and again the +-ray seems to 
indicate an interlobar accumulation of fluid 
or pus. Her hemoglobin is less than 40 per 
cent, and this condition alone forbids any 
consideration of operative interference 
even if her general state of nutrition seemed 
to make it permissible. Her great feeble- 
ness is another reason for deciding that 
“watchful waiting” with proper supporting 
treatment and hypodermic injections of | 
cacodylate of sodium with small doses of 
iron internally for her anemia is the best 
course to be pursued, in association with as 
much forced feeding as her digestion will 
permit. 
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The question naturally arises as to why 
she should have developed this pulmonary 
condition following a postpartum hemor- 
rhage. Of course, one naturally thinks of a 
pulmonary embolus, but she has had no 
eidence of pulmonary infarction, and pul- 
monary embolism complicating labor, as 
you know, is exceedingly fatal. Neverthe- 
less this possibility cannot be excluded. 

Later.—After this patient had been under 
observation for three weeks more it was 
found that she had tubercle bacilli in her 
sputum, and the probabilities are that it 
was not a true case of interlobar empyema, 
but one of tuberculous infection of a low 
grade which had been present for a long 
time and which flared up when her preg- 
nancy was completed and she suffered from 
the severe anemia which her postpartum 
hemorrhage induced. 


The third case is a man who, as you see, 
has a very marked enlargement of the 
thyroid gland. He is, however, devoid of 
exophthalmos and the other symptoms 
which are so characteristic of exophthalmic 
goitre. Palpation of the gland shows that 
it is soft and in some parts fluctuating, and 
therefore would appear to contain fluid. 
The left lobe, however, which is the smaller 
of the two, is quite firm and feels as if it 
had a very considerable mass inside of it. 
He presents himself for treatment not only 


because of the disfiguring effects of the 


enlargement, but because there is some 
pressure upon his trachea. It is important 
in these cases to remember that sometimes 
a goitre ultimately becomes an exophthalmic 
goitre, and it is also important to remember 
that this probably occurs much more 
frequently when there is true adenomatosis 
in the thyroid gland than when there is 
enlargement alone. 

As you all know, an immense amount of 
work has been done in regard to the thyroid 
during the last fifteen or twenty years. 
While in some instances the conclusions 
reached have been based upon insufficient 
evidence, there can be no doubt that our 
conception of thyroid disturbances is 
infinitely better than it was ten years ago. 
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Some of the points which deserve emphasis 
and recognition on your part, or for you to 
recall, are, first, that in every case of 
exophthalmic goitre there is hypertrophy of 
the parenchyma of the gland, although in 
some instances the gland still remains so 
small that it is overlooked as the cause of 
the patient’s symptoms. Largely through 
the investigations of Plummer, although 
many others have been busily engaged along 
the same lines, we must recognize at least 
two distinct clinical types of hyperthyroid- 
ism. The second type is that in. which, as 
we have already said, there is adenoma. 
There may also be an intermediate type 
between that in which there is excessive 
secretion of thyroid alone and _ the 
adenomatous type to which we have just 
referred, in which there is also excessive 
secretion. The adenomatous type, con- 
trary to what one would imagine, is often 
characterized by comparatively slight en- 
largement of the gland. 

Boothby, who has well summarized some 
of the points of difference, points out that 
enlargement of the thyroid is usually noted 
from five to ten years earlier in life by pa- 
tients with the adenomatous type than by 
patients with the hyperplastic exophthalmic 
type. So, too, in the latter form the symp- 
toms of excessive thyroid secretion usually 
develop within less than a year after en- 
largement of the gland is noted, while in his 
experience fourteen and a half years 
elapsed before the development of symp- 
toms of thyroid intoxication in the ade- 
nomatous type. There is, therefore, in this 
patient a distinct danger of his developing 
the symptoms of thyrotoxicosis in the near 
future. 

Exophthalmos is a very much more 
constant symptom of the hyperplastic type 
of goitre than it is in the adenomatous type. 

It is interesting to note, too, that gastro- 
intestinal crises, thrills and bruits which are 
so common in the hyperplastic type are 
usually absent in the adenomatous type. 
Finally, it is well to remember that the onset 
of symptoms of the adenomatous type is 
not only slow, but often exceedingly grad- 
ual and insidious, so that an erroneous 














diagnosis as to the cause of the patient’s 
impairment of health and lack of energy is 
frequently made. In both types there is a 
marked increase in the basic metabolic rate 
due to the excess of thyroid secretion in the 
body. 

An important aid in the differential diag- 
nosis is to be found in the fact that the 
systolic blood-pressure in the adenomatous 
cases is much higher than it is in ordinary 
hyperthyroidism. This is also true of the 
diastolic pressure. In ordinary exophthal- 
mic goitre, while there may be in certain 
cases a high systolic blood-pressure, the 
diastolic is usually unduly low, indicat- 
ing relaxed blood-vessels, and so there is 
an endeavor on the part of the heart to 
keep the circulatory system full by means 
of a rapid pulse. 

Last of all, it is possible to divide the 
adenomatous cases into two groups. In one 
there is a marked increase in basal meta- 
bolism and in the other basal metabolism is 
nearly normal. 

I shall refer this case to one of the 
professors of surgery; first, because opera- 
tion for an ordinary enlargement of the 
thyroid sufficiently great to 
produce symptoms is usually a wise pro- 
cedure, and secondly, because in all prob- 
ability the patient will ultimately develop 
symptoms of hyperthyroidism, and it is 
wise to resort to conservative surgical 
measures at this time to forestall such a 
complication. 


which is 





Non-specific Protein Therapy in 
Arthritis. 


In the Journal of the American Medical 
Association of January 29, 1921, Cow1E 
states that unquestioned relief from pain 
will often follow protein therapy, even 
though the focus of infection is not re- 
moved, and in some cases, in addition to 
improvement in the joint condition, the 
focus itself may cease to be active. 

So. far as we know at present, foreign 
protein acts by combating infection. If we 
regard, as many clinicians do, the large 
majority of joint diseases as due to infec- 
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tion and only comparatively few as due to 
metabolic disturbances, it may be said that 
foreign protein therapy is not contraindi- 
cated in any form of this large group, pro- 
vided no other forbidding features, such 
as serious heart disease, are present. It 
may be argued that, while we may not cure 
the structural defects or the consequences 
of the defects, such as muscle atrophy and 
ankylosis, we may stop the exciting cause 
and thus arrest the process from further 
development. But, as a matter of fact, we 
have not enough trustworthy data at hand 
to prove that this is so, plausible as it may 
seem. 

Thus far, experience has taught us that 
acute or subacute processes that have not 
progressed beyond the first year are the 
ones that give the best results, particularly 
those that have not gone on to marked 
structural change of the articular or peri- 
articular tissue; next to these, cases which 
have progressed longer and which may show 
structural change, but which have not pro- 
duced definite ankylosis and its conse- 
quential results. — 

He believes that the work that has been 
done justifies the statement that acute and 
subacute arthritis and periarthritis are the 
forms which respond more promptly and 
more surely to this method of treatment. 
A few cases of chronic arthritis of as long 
as three years’ standing have been recorded 
in which, apparently, complete cure has 
followed this method of treatment; and in 
still more chronic forms unquestioned 
benefit has occasionally resulted. However, 
at present there are not enough properly 
classified cases recorded to enable us to say 
what percentage of each class is benefited 


‘by this method of treatment. 


With regard to the frequency of injec- 
tion it seems to have been shown that no 
negative phase, so far as the antibody con- 
tent of the blood is concerned, follows the 
injection of foreign protein. For this rea- 
son we may feel justified in giving daily 
injections. On the other hand, if we take 
into consideration the severity of the re- 
action and the condition of the patient, it 
is good practice to let a day intervene be- 
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tween injections. If any benefit is to be 
secured by this method of treatment, from 
one to ten injections will suffice. No 
anaphylactic shock phenomena accompany 
these injections, even though a_ second 
course of treatment may be instituted after 
several months. 

As to choice of foreign protein, it has 
been shown that sterile albumose solutions, 
horse serum, and bacterial proteins bring 
about similar results. At present, bacterial 
protein seems the protein of choice. Ty- 
phoid vaccine is most generally used. A 
typhoid vaccine can be made up according 
to well-known rules and preserved in 0.5- 
per-cent phenol, or a standard stock vac- 
cine may be used. 

The severity of the reaction is in a meas- 
ure proportional to the size of the dose. 
There is a general impression that the maxi- 
mum benefit will be derived from a dose 
just sufficient to give rise to a chill. 

Uncompensated cardiac lesions, acute 
endocarditis or pericarditis should be con- 
sidered as contraindications. A word of 
caution may not be out of place. It should 
be distinctly borne in mind that we are far 
from an explanation of the manner in 
which the foreign protein acts, and that 
only a certain percentage of any form of 
joint infection is improved. For this rea- 
son’ we must approach a given case with 
definite conservatism. 

[As a type of bacterial proteins the Edi- 
tor of this Journal uses with much satis- 
faction phylacogen.—Ep. } 





Important Considerations in the 
Administration of Artificial 
Pneumothorax. 


In the Journal of the American Medical 
Association of January 29, 1921, under the 
heading of “Correspondence,” GAMMONS 
states that it has been shown that about 50 
Cc. of atmospheric air is absorbed by the 
pleura in twenty-four hours. Taking this 
fact into consideration, it is a matter of 
mathematics to determine how often to 
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give the treatment in the majority of cases. 
It is obvious that many physicians are not 
using this treatment properly when, after 
two or three treatments, they allow an in- 
terval of one month to elapse. It is evi- 
dent that the lung is being exercised more 
and injured more than if there were no 
interference whatever. 

The object of artificial pneumothorax 
treatment is to close up ulcerating areas, 
thereby decreasing pus formation, cough, 
and toxemia. If we are to do this perma- 
nently we must keep constant pressure on 
the lung. In this way a marked fibrosis 
results, as has been shown at necropsy. 
This pressure must be kept up just as long 
as is possible. In selecting the case for 
treatment by artificial pneumothorax we 
must observe our prospective pneumothorax 
patient long enough to be confident that he 
will not get better with the usual treat- 
ment. We must feel that the compressed 
lung will not function for the rest of the 
patient’s life if the results of artificial 
pneumothorax are to be what they should. 
After the physician has selected his patient, 
he should give the treatment just as often 
and in such amounts as to obtain a com- 
pression in the shortest time and most asep- 
tic manner possible. The manometer and 
fluoroscope must be his constant guide. 

A procedure which Gammons has found 
effective is to give 350 Cc. at the first treat- 
ment and then give the second treatment of 
from 400 to 500 Cc. on the third day. He 
then increases the interval between instil- 
lations one day until the patient is taking 
the treatment once a week. He continues 
this weekly treatment for at least six 
months, and then gives one every ten days. 


' The amount to be given after the second 


instillation will depend on the manometric 
reading and the fluoroscopic findings. 
Gradually positive pressure must be ob- 
tained even if there is some displacement 
of diaphragm and mediastinum; but 
marked embarrassment of respiration must 
be avoided and the patient must have ab- 
solute rest for twenty-four hours following 
treatments. 
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Editorial 





DECAPSULATION OF THE 
KIDNEY. 





Readers of the GAZETTE will remember 
that from time to time we have discussed 
this subject in leading articles: first, when 
Edebohls and Harrison wrote enthusias- 
tically concerning it, and since then on 
more than one occasion. Comparatively 
recently we have dealt with the results 
which were obtained by Morse in Boston, 
and by English surgeons in three or four 
cases, two of which were certainly most 
favorable. 

Attention is called to the matter once 
more by three articles which have appeared 
in the Edinburgh Medical Journal. In one 
of them Boyd reports the results he has 
obtained in two cases of subacute diffuse 
nephritis. 

One of them, a man of forty-one, suffered 
from intense anasarca and breathlessness, 
with 32 grains to the ounce of albumin, 
with numerous hyaline and granular casts, 
and a phenolphthalein excretion of 28 per 
cent. The amount of urine per day was 
20 ounces. The blood-pressure was 130, 
and there was some cardiac dilatation. The 
non-protein nitrogen content was 60. Tap- 
ping the abdomen and placing the patient 
on a nitrogen-free diet, salt-free diet, and 
a dry diet, all failed to produce any benefit, 
although at various times, after several 
months, large quantities of liquid were re- 
moved by tapping. It was therefore de- 
cided to operate, and both kidneys were 
decapsulated. Very little urine was passed 
on the day after the operation, but on the 
following day the patient passed 55 ounces, 
on the second day %0 ounces, and on the 
third and fourth days thereafter he aver- 
aged 70 to 80 ounces until the edema had 
disappeared. Ten days after the operation 
the quantity of albumin fell to 2.2 grains 
per ounce and the patient continued to im- 
Prove uninterruptedly. The patient was 








discharged in what appears to be from a 
month to six weeks after operation, passing 
daily 50 ounces with slight albuminuria. 
The operation was performed three years 
ago, and the patient has since then been 
working uninterruptedly at an easy job and 
reports that he feels well. 

The age of the second patient is not 
given. He also had general anasarca, 
marked albuminuria, hematuria, and an 
enormous number of all sorts of casts. 
His blood-pressure was low; systolic 79, 
diastolic 55, the non-protein nitrogen 59 
mgr. per cent. Under ordinary treatment 
he failed to improve, his edema and ascites 
progressively increased, and failed to be 


materially benefited by repeated tappings 
and the use of Southey’s tubes. The pa- 
tient was therefore decapsulated. The day 


following operation no urine was secreted, 
but on the second day 20 ounces were 
passed, on the third day 40 ounces, the 
fourth day 80 ounces, the fifth day 120 
ounces, and this free diuresis continued 
until edema had almost completely disap- 
peared. Five months after operation the 
patient apparently was enjoying good health 
with no albuminuria. 

To those who are interested in this sub- 
ject, we may add that Boyd quotes a con- 
siderable amount of literature and gives 
the various theories which have been ad- 
vanced to explain the results which follow 
this procedure. One thing however ap- 
pears very clear, namely, that the free 
diuresis which comes on within twenty-four 
or forty-eight hours after operation can- 
not be explained by the establishment of a 
collateral circulation, but rather by the re- 
lief of pressure upon the secreting epithe- 
lium of the kidney. While Boyd believes 
that this procedure has a distinct field of 
usefulness in a limited number of cases, 
he does not claim for a moment that it is 
the ideal treatment for all cases of subacute 
diffuse nephritis. His point of view is 














480 





that where the patient is obviously going 
down-hill with a rising non-protein nitro- 
gen content of the blood and fails to re- 
spond to ordinary methods of treatment, 
the operation should be seriously considered. 
He clearly points out that either decapsu- 
lation or incision of the kidneys cannot be 
expected to cure chronic interstitial nephri- 
tis nor the pathological conditions upon 
which the kidney changes depend. 

Following this article is one by Fowler, 
who reports three cases. One in a child 
of seven, who a week before admission to 
the hospital became anasarcous, with a 
scanty urine, which contained albumin 
and many granular casts, but there was no 
blood in the urine. Notwithstanding his 
stay in the hospital his anasarca increased, 
and at the end of two weeks he was passing 
only 4 ounces of urine a day. A salt-free 
diet, hot packs, and all manner of diuretics 
failed. When transferred to the surgical 
service he weighed 70 pounds as compared 
to 33 pounds before he was attacked. There 
was fluid in all the serous cavities. Four 
months after admission the right kidney 
was stripped, and on the succeeding day he 
passed 35 ounces of urine, on the seventh 
day 93 ounces, eighth day 146 ounces, and 
on the ninth day 157 ounces, the dropsy 
rapidly disappeared, and with its decrease 
the urine naturally diminished. The pa- 
tient continued well and was discharged 
free from symptoms six weeks after the 
operation. A year later he was reported 
as doing well. 

The second case, a woman of fifty-six, 
also suffered from anasarca with a low 
blood-pressure, marked albuminuria, and 
granular and hyaline casts. Failing to be 
relieved by ordinary measures and passing 
about 16 ounces of urine a day, the right 
kidney was stripped. Much serum flowed 
from the wound in the loin, but there was 
no marked change in her condition until 
the thirteenth day, when the output of urine 
rose to 77 ounces and continued uninter- 
ruptedly at the rate of about 100 ounces 
per day, with rapid subsidence of the 
dropsy. She was discharged from the 
hospital two and a half months after the 
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operation free from all symptoms, although 
the urine still contained small amounts of 
albumin and a number of casts. “Seven 
months later she reported that she was 
better than she had been for years and 
was able to work. 

The third case was that of a girl of ten 
years, in which instance the symptoms were 
identical, and again only one kidney was 
stripped. Eleven months after operation 
the child was reported to be able to go about 
as usual, but the urine contained a small 
quantity of albumin. 

Fowler’s view is that decapsulation of 
one kidney gives sufficient relief to the 
symptoms, and therefore is preferable to 
a double operation at one sitting. It will 
be recalled that in Boyd’s cases the double 
operation was performed. It would also 
appear that in Boyd’s cases the results were 
slightly better so far as ultimate results 
were concerned. It is also evident that it 
is in subacute parenchymatous nephritis 
that the best results seem to accrue. 

Simpson, in the same journal of the 
same issue, reports four cases, all of them 
in children. The first of them had decap- 
sulation of both kidneys at the age of nine 
years. The patient continued in good 
health for four years, and then developed 
some acute infectious condition, and died 
after a ten days’ illness. 

The second case was a girl of four years 
with all the manifestations of well-marked 
diffuse nephritis, who was subjected to de- 
capsulation of one kidney with marked 
immediate improvement, without any trace 
of albumin three weeks afterwards. Ten 
months later, however, she developed an in- 
fluenzal pneumonia and died. 

In the third case, a girl of nine years, 
decapsulation was performed, but no state- 
ment is made as to whether it was double 
or single. She was discharged one month 
afterwards with a slight trace of albumin 
and a little blood in the urine, and has 
gone on well since, but every now and then 
has a slight hematuria which requires rest 
in bed for a week or ten days. At the last 
examination no casts were found. 

The last case reported by Simpson is 











that of a boy of nine years with albumin, 
blood and casts in the urine, who failed to 
respond to general treatment, and who had 
one kidney decapsulated with marked im- 
provement by the fourth day. The exact 
time is not stated, but from a few days to 
two or three weeks, that is within the same 
month, the second kidney was decapsulated 
and the patient kept under observation for 
two months. During the last three weeks 
of this period of observation he was up and 
about like an ordinary child and was dis- 
charged from the ward with urine free 
from albumin. 

Fraser reports three additional cases, all 
of them children between five and ten years 
of age. In no one of these cases were both 
kidneys decapsulated at the same time, but 
at intervals of some weeks. In all of them 
the results justified the interference, and 
Fraser believes, as a result of catheteriza- 
tion of the ureters, that the kidney which 
has been stripped functions better than the 
other. He also believes that it is advis- 
able in all cases to operate on both kidneys, 
but asserts that there is no advantage, but 
rather the reverse, in decapsulating both 
kidneys at the same time, waiting for the 
second operation until the effects of the first 
have been survived. 

Manifestly this question of operating on 
both kidneys at the same time must be 
decided in each individual case, the judg- 
ment of the physician and surgeon in at- 
tendance being the important factor as to 
exactly what ought to be done. 





THE EFFECTS OF INJECTIONS 
OF QUININE AND ITS ADE- 
QUATE DOSAGE. 





A very interesting and valuable contribu- 


tion to this subject has been made by 
Dudgeon to the Journal of the Royal Army 
Medical Corps, and as many of our readers 
practice in districts where malarial fever is 
prevalent and severe, we feel confident that 
they will be interested in the conclusions at 
which he has arrived. He used intramus- 
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cular injections, employing quinine with 
olive oil and in creosote and fat. He made 
cross-sections of muscular tissue into which 
the injections were made, and also deter- 
mined the different effects induced by 
quinine when given to animals which were 
anemic and to animals which were normal. 
He also took up for consideration the 
important question as to whether intramus- 
cular injections of concentrated or dilute 
solutions of quinine were advisable. He 
sometimes used intramuscular injections of 
the alkaloid in 60-per-cent alcohol, study- 
ing as well the question of the fixation of 
quinine in the tissues. Altogether his 
research may be considered possibly the 
most exhaustive one which has been made 
along these lines. It is illustrated by a 
number of interesting and well-executed 
plates. 

The conclusions reached by Dudgeon are 
as follows: 

1. Concentrated preparations of quinine 
produce more intense necrosis than dilute, 
but dilute preparations such as are of prac- 
tical utility excite edema and necrosis at 
the site of inoculation. The difference 
between these two methods of quinine 
inoculation is not of sufficient value to 
justify active opposition to the methods 
commonly employed. 

Injection of quinine in solutions so dilute 
as to avoid edema and tissue necrosis is 
not of practical utility in the human subject. 

2. A concentrated solution of quinine is 
absorbed rapidly from the tissues as shown 
by chemical analysis, even in patients who 
are in extremis. It is not apparently stored 
as such in liver, kidneys; or heart muscle. 

3. It is essential to realize that tissue 
necrosis—spreading edema and local blood 
destruction—is produced by the solvents 
employed for quinine administration, and 
the effects are only slightly inferior to those 
excited by quinine salts and the alkaloid. 

4. No advantage was obtained by the 
addition of olive oil or fat, or by injecting 
the alkaloid dissolved in alcohol or ether, 
whether in concentrated or in a dilute 
solution. 

5. Tissue necrosis occurs immediately 
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and persists for a considerable period. In 
some instances the fibromyositis 
results is associated with a fibroneuritis 
which causes various symptoms definitely 
related to the pathological processes. 

6. Necrosis of blood-vessels in the area 
of inoculation is a common result. This 
leads to small hemorrhages into the tissues, 
and has caused severe hemorrhages in the 
human subject, and experimentally, from 
rupture of a large vessel. The destruction 
of the vessel wall is associated with an 
accompanying thrombosis. 

7. An extensive necrosis produced by an 
intramuscular injection of quinine in the 
neighborhood of an important nerve trunk 
may result in nerve palsy. Experimentally, 
complete degeneration of the great sciatic 
and other nerves has been produced apart 
from any direct injury to the nerve at the 
time of the inoculation. In the human sub- 
ject this disastrous result may be due to 
spreading edema and extensive tissue 
necrosis. 

8. Experimentally, no leucocytosis has 
ever occurred from quinine injections; on 
the other hand a leucopenia may develop, 
while an increase of large hyaline cells has 
been recorded on several occasions. 

9. No essential differences in the degree 
of tissue necrosis from intramuscular injec- 
tions of quinine in malarial fever or 
malarial fever associated with blackwater 
fever were observed. 

10. Repeated intramuscular injections of 
quinine should not be given into the same 
area of muscle, or tissue directly adjacent, 
as otherwise permanent injury of muscle or 
nerves may occur. 

In this connection a paper contributed to 
the London Lancet by Sir Patrick Hehir 
upon “The Quinine Treatment of Malaria” 
is of interest, the more so as he quotes the 
results obtained by Johnson and Gilchrist 
in the German East African campaign. Con- 
cerning the administration of large doses in 
initial attacks, relapses and reinfections, he 
states that in his opinion this massive form 
of treatment is probably the greatest 
improvement made in recent times. Ex- 
perience in the British army in India shows 


which 
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that this plan of treatment not only 
eradicates the disease, but prevents the 
development of immune parasites. Hehir 
does not believe that the process of par- 
thenogenesis of the malarial parasites 
commonly described in books on malaria 
actually takes place. He has never seen 
nor has he met with any fellow worker in 
India who has observed it. He is not 
willing to go so far as to assert that it does 
not occur. Of course he believes that the 
chief effect of the quinine is exercised upon 
the asexual form, although he is not pre- 
pared to state that it has no effect upon the 
sexual form. He disagrees with the state- 
ment that the sexual forms of malarial 
parasites do not occur in cases of malarial 
fever untreated by quinine. He agrees with 
Manson that quinine still holds the premier 
place as the great remedy for malarial 
infection, the arsenical preparations, for 
example, being very inferior to it. He 
bemoans the fact that some physicians have 
been afraid to use large doses with the idea 
that they precipitated attacks of blackwater 
fever. 

While it is true that quinine does main- 
tain its position as being the best remedy, 
nevertheless it is also evident that it is not 
by any means always successful, and it is 
to be hoped that further investigations will 
reveal some synthetic product which will 
be still more specific. 

Last of all, Hehir points out that every 
patient.who has chills and fever is not nec- 
essarily suffering from malaria, and asserts 
that no such case should be so treated until 
the parasites are found in the blood. He 
reports the case of a patient suffering from 
intermittent pyrexia for twelve days with 
negative blood findings, in whom it was 
ultimately found that there existed a putrid 
alveolar abscess, which on being opened 
was followed by complete relief, yet this 
patient had received 360 grains by the 
mouth and four intramuscular injections of 
10 grains each of the bihydrochloride; and 
again he reports his own case in which he 
was given 45 grains of quinine daily for 
three days when suffering from sandfly 
fever and not malaria. 























THE USE OF ADRENALIN IN 
ADDISON’S DISEASE. 

Addison’s disease is so rarely met with, 
even by those who have opportunity for 
clinical study in connection with large hos- 
pitals, that many practitioners fail to see 
a case in the course of many years’ prac- 
tice. Nevertheless the disease is one which 
has always aroused interest in the medical 
profession, partly because of its clinical 
manifestations and also because the prog- 
nosis has seemed so gloomy that an over- 
powering wish has arisen that some meas- 
ure could be taken which would arrest the 
disease and restore health. 

In a recent issue of the Journal of the 
American Medical Association, a report 
has been made of a case of Addison’s dis- 
ease by Muirhead. The interest in his re- 
port is greatly increased by the fact that it 
is an autobiography, the writer himself be- 
ing a sufferer from this malady. He tells 
us that at the age of nineteen he enjoyed 
excellent health, and not long after, as a 
result of poor food, he suffered from indi- 
gestion and a feeling of weariness. In 
1892, at an age which he does not give, 
pus cells were found in his urine, and he 
suffered from an occasional attack of weak- 
ness and general malaise. 

Ten years later there were prolonged 
attacks of much greater severity, and 
eight years after this he was found to 
have a practically functionless kidney on 
the right side, with a systolic pressure of 
110 and diastolic of 80. The right kidney 
was removed and found to be almost en- 
tirely destroyed by suppuration, but pre- 
sented no evidence of tuberculosis. Opera- 
tive recovery was rapid. 

Two years later he suffered from an at- 
tack of gout, which was followed by marked 
prostration with constant nausea and fre- 
quent vomiting. The systolic blood-pressure 
was 90 and the diastolic 70. He developed 
bronzing of the skin of the hands and face, 
and a diagnosis of Addison’s disease was 
made. The use of 2 Cc. of 1:1000 solu- 
tion of adrenalin taken by the mouth pro- 
duced no apparent effect, nor did the use 
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of dry suprarenal gland or of dry whole 
pituitary gland, specially provided, he says, 
by the laboratory of Parke, Davis & Com- 
pany, taken by the mouth induce good re- 


sults. The bronzing of the skin extended 
to the mucous membranes, and the blood- 
pressure fell to 82 systolic and 64 diastolic. 
At this time the use of adrenalin was re- 
turned to, but the noteworthy point is that 
it was now given hypodermically instead of 
by the mouth. So injected the contents of 
one ampoule produced marked sensations 
of exhilaration and increased strength. He 
therefore received from one-half to one 
ampoule of 1 Cc. of 1:1000 solution twice 
daily for a period of six weeks, and 2 Cc. 
of 1:1000 solution was also given by the 
rectum twice daily for several months. The 
point recorded by Muirhead is that im- 
provement was observed almost immediate- 
ly from the hypodermic injections. He 
developed increased food tolerance and 
there was a diminution of abdominal dis- 
comfort. While before the injections he 
could not walk two blocks without extreme 
weariness and shortness of breath, two 
weeks later he could walk a mile without 
much fatigue, the bronzing became less, 
and his general progress has been good. He 
has continued the use of the ampoules, 
using, however, 0.2 Cc. of 1:1000 solution 
by hypodermic needle, because larger doses 
cause uneasiness and trembling of the ex- 
tremities. At present he is able to continue 
his occupation as a téacher in a medical 
college without difficulty. The last blood- 
pressure reading was 92 systolic and 64 di- 
astolic, and he states that he has no doubt 
that the artificial supply of adrenalin by 
hypodermic needle aids body function, a 
statement which is supported by the fact 
that brief withdrawal recently was followed 
by some recurrence of symptoms. 

We have, therefore, in this case an inter- 
esting illustration of the accurate descrip- 
tion of symptoms and relief by a patient 
who is a physician and a professor of 
pharmacology. His skill in observing the 
symptoms developing in his own case can- 
not be denied, nor can the results obtained 
be gainsaid. The other point of interest 
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is one upon which we have insisted for 
many years, namely, that adrenalin by the 
mouth is so influenced by the gastric juice 
that it cannot be expected to produce the 
effects that will accrue if it is given by 
means of the hypodermic needle. 





UNUSUAL FORMS OF POIS- 
ONING. 





Thirty or forty years ago a number of 
cases of inadvertent poisoning from arsenic 
occurred from the use of aniline dyes, con- 
taminated with this element, in wall-paper, 
in clothing, and in candles. Still later, 
subacute or chronic arsenical poisoning was 
discovered as a result of drinking beer, 
which was contaminated by arsenic, and a 
large number of persons in England suf- 
fered in consequence. The medical profes- 
sion has recognized for years that lead is 
prone to find its way into the body insidi- 
ously and often produces symptoms which 
are decidedly aberrant. We called atten- 
tion to this matter comparatively recently. 

Now we have a report, by Neuhoff in the 
Journal of the Missouri State Medical 
Association, of a boy of fifteen, supposedly 
in perfect health, who was admitted to the 
hospital an hour and a half after he began 
to perspire freely as a result of playing 
ball. He was pale and cyanotic, and 
thought to be moribund. His pulse was 
124, he was covered with a cold sweat, the 
abdomen was rigid and uniformly tender 
to touch. He was conscious, but com- 
plained of diffuse abdominal pain. An 
hour and a half later he vomited freely, 
and from this time on convalescence began, 
although the next day he felt weak and 
remained in bed. It was found upon inves- 
tigation that he had been wearing a pair of 
shoes which had been dyed with a brand 
of dye recommended for this purpose, and 
that he had made the application while they 
were on his feet. Chemical analysis 
revealed that this dyestuff contained a large 
amount of nitrobenzol, and Neuhoff calls 
attention to the fact that taken internally 
7 drops of it cause death. 


THE THERAPEUTIC GAZETTE 


He also reminds us that Stifel has 
recently reported seventeen cases of shoe- 
dye poisoning, and, therefore, it would 
appear that the matter is of sufficient 
importance to justify recognition. It is also 
important to recognize that shoe-dye is not 
to be confounded with shoe-blacking or 
shoe-polish. The dye is used only when 
the purchaser wishes to change the color 
of the shoe to black when it was primarily 
tan or russet. 





SPLENECTOMY. 





An analysis of 245 cases of splenectomy 
has been made at the Mayo clinic. An 
analysis, such as is given by this clinic for 
the purpose of discovering the truth and 
not for exploitation, is of major importance 
to the profession from the standard of 
dealing particularly with those conditions 
characterized as anemia, hemorrhagic 
jaundice, and leukemia; conditions which 
have yielded only occasionally to general 
sanitary and medicinal measures; which 
have in some cases given brilliant results 
following operation; results successful 
somewhat in proportion to the timeliness 
of the surgical intervention. 

Of these 245 cases 71 were classed as 
splenic anemia; 10 as septic splenomegaly ; 
hemolytic jaundice 32; 53 as pernicious 
anemia; 26 as myelogenous leukemia ; and 
10 as portal cirrhosis. 

There were 26 hospital deaths, i.e. 10.6 
per cent, contributed to in the main by 
those cases characterized by large adherent 
spleens and by a tendency to hemorrhage. 

Seventy-one cases of splenic anemia gave 
9 deaths (12.6 per cent) ; 32 cases of hemo- 
lytic jaundice (3.1 per cent) ; of pernicious 
anemia 53 cases with 3 deaths (5.6 per 
cent); 26 cases of myelogenous leukemia 
with 1 death (3.8 per cent). The high 
death-rate incident to cases of splenic 
anemia is incident in part to the difficulty 
of the operation due to the splenitis com- 
monly present. Difficulties are encountered 
in a septic splenomegaly in which a chronic 
recurring sepsis over a period of years has 
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resulted in an enlargement of the spleen 
accompanied by secondary anemia. 

Giffin (Minnesota Medicine, March, 1921) 
points out that the first essential fact in 
regard to splenectomy is that it eliminates 
the largest lymphoid organ in the body. 
That the spleen is structurally lymphoid is 
frequently overlooked in discussions of 
splenic function, and very little clinical 
evidence is at hand concerning the effect 
of splenectomy in conditions associated 
with lymphocytic hyperplasia. The second 
outstanding clinical fact with regard to 
splenectomy is the definite establishment of 
its remarkable effect in the cure of hemo- 
lytic jaundice. It seems most likely that if 
the spleen has a specific function, this 
function will be discovered in connection 
with a study of its activity in hemolytic 
jaundice. The icterus of hemolytic jaundice 
is largely the result of increased hemolysis, 
and hemolysis seems to be intimately related 
to the function of the liver. Splenectomy 
can be said to be a symptomatic cure for 
hemolytic jaundice unless the anemia has 
been of such long duration and of such 
severe type that it has assumed the features 
of a primary anemia, in which event the 
blvod count does not return to normal, but 
the patient lives indefinitely. A_ third 
striking clinical fact concerning the effect 
of splenectomy in all forms of disease in 
which splenectomy is associated with a 
secondary type of anemia is that the anemia 
itself is less severe after splenectomy than 
it was before, even though the disease may 
not have been cured by the operation. In 
the fourth place removal of a very much 
enlarged spleen markedly reduces the 
amount of blood which has to pass through 
the liver. The removal of a small spleen is 
of doubtful effect on the liver. If a small 
spleen associated with an advanced portal 
cirrhosis is removed the clinical result may 
not be satisfactory. If the large spleen of 
splenic anemia which has become associated 
with an equally advanced portal cirrhosis 
is removed, the clinical result may be quite 
remarkable, yet there is no reason definitely 
to assert that the etiology of the two condi- 
tions is essentially different. Fifth, it must 


not be entirely overlooked that the removal 
of an abnormally large spleen may be a 
relief to the patient from a mechanical 
standpoint, although this factor alone would 
rarely lead to a decision for splenectomy. 

In regard to splenic anemia, of the 71 
cases with 9 hospital deaths 22 later 
perished ; with 17 patients living more than 
five years after operation. The cause of 
hospital deaths was thrombosis of the 
mesenteric vessels, influenza, pneumonia, 
and pulmonary embolus, and in one 
instance hemorrhage. The immediate oc- 
currence of localized hematoma and subdia- 
phragmatic abscess were important factors 
in protracted convalescence. 

The patients who died after hospitaliza- 
tion lived longer than two years. 

Hemorrhage in eight cases in the form 
of hematemesis was the cause of death. In 
two of these the fatal hemorrhage followed 
operation by five years and two months. As 
far as is known postoperative hemorrhage 
occurred in a total of 14 cases. A demon- 
stration of marked splenic enlargement 
and evidence that the enlargement of the 
spleen was primary are essential in the 
decision for surgical treatment in splenic 
anemia. 

Of the ten cases of septic splenomegaly, 
but three were living at the time of the 
report. Besides the two hospital deaths, 
five deaths from cardiac and renal disease 
occurred within seven months. 

The conclusion seems to be clear that the 
patient with splenomegaly and anemia, 
which stimulates splenic anemia, associated 
with a long history of chronic recurring 
sepsis, is rarely benefited by splenectomy, 
probably because there has been previous 
damage to the function of vital organs 
which is irreparable. A careful estimation 
of cardiorenal sufficiency should be made 
before operation. 

Hemolytic jaundice, hemolytic icterus, or 
acholuric jaundice, is a very clearly defined 
clinical entity. Whether the cases are 
familial, congenital, or so-called acquired in 
type, their clinical manifestations are the 
same and their characteristics exceptionally 
well defined—that is, chronic jaundice of 
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many years’ duration; periodical exacerba- 
tions usually associated with crises consist- 
ing of abdominal distress, headache, and 
fever, the absence of bile in the urine and 
its presence in the stools, except at the time 
of crises, the development of gall-stone 
colic later in the history, and the finding of 
an increased fragility of the erythrocytes in 
the peripheral circulation. 

Not infrequently patients whose history 
of hemolytic jaundice goes back to infancy 
are constitutionally somewhat delicate and 
neurotic. It is not surprising then to find 
that splenectomy has not entirely eliminated 
the constitutional inferiority which some of 
these patients possess. The hospital mor- 
tality is low, the patients are rapidly cured 
of jaundice and anemia, and their subse- 
quent health is the good health of the 
average person. 

As to the 53 cases of pernicious anemia, 
there were but 7 living at the time of the 
report, 5 of these between four and five 
years after operation; that is, 20 per cent 
of the patients lived more than three years, 
giving a total duration for the disease of 
more than four years, while 10 per cent of 
the patients are living almost five years 
from the date of operation, giving a total 
duration of the disease of almost six years. 
These statistics quite definitely indicate a 
prolongation of life in a certain percentage 
of the patients. Whether these findings 
would be sufficient to lead to splenectomy 
in many cases of pernicious anemia is ques- 
tionable ; on the other hand, it might seem 
advisable in individual cases, after all 
aspects of the question have been consid- 
ered, to decide on splenectomy. Splenec- 
tomy will without doubt cause an increased 
activity of the bone-marrow, and in almost 
every instance will lead to a remission of 
at least several months. The operation is 
certainly not yet to be discarded. 

As to the patients with myelogenous leu- 
kemia with splenectomies after preliminary 
treatment with radium, seven patients lived 
more than three years after operation, and 
six of these are still living. It has been 
observed that the patients are less likely to 
develop severe anemia if they have been 





splenectomized. They are also relieved 
mechanically of the discomfort associated 
with splenic enlargement; they are much 
more likely, however, to have great enlarge- 
ment of the liver, but this enlargement does 
not seem to be so great a cause of discom- 
fort as marked enlargement of the spleen. 
The removal of the spleen in very chronic 
types of myelogenous leukemia in which the 
organ is fibrous and the leukocyte count 
never very high may be definitely advisable. 
In certain other selected cases, in view of 
all the circumstances, splenectomy may be 
recommended, but in the great majority of 
cases of myelogenous leukemia it is of 
questionable value. 

It is probable that every case of marked 
splenomegaly is associated with a certain 
degree of cirrhosis of the liver. From the 
pathologic standpoint cirrhosis of the liver 
may best be grouped as portal or biliary in 
type. This classification is satisfactory 
from the clinical standpoint, although a 
certain number of cases will be quite 
definitely mixed in type. The cases classi- 
fied as portal cirrhosis are those in which 
there seems to be no question but that the 
cirrhosis of the liver is the primary and 


predominant condition. Cases of splenic ° 


anemia in the Banti stage are not included. 
The diagnosis has been made after a con- 
sideration of the clinical, the surgical, and, 
in some instances, the post-mortem find- 
ings. Occasionally a case is observed, 
however, in which it is impossible to deter- 
mine whether the splenomegaly or the 
cirrhosis is more marked, and in which the 
pathologic changes in the spleen and in the 
liver seem to go hand in hand. Whether 
there is any essential difference between 
splenic anemia, septic splenomegaly, Banti’s 
disease, and cirrhosis of the liver remains 
questionable. Ten cases were grouped as 
portal cirrhosis. The hospital mortality 
was very high in this group; four patients 
died. Three other patients died subse- 
quently within one year of operation. One 
patient is in fair condition one year 
following operation ; one is living four years 
following operation. 

Biliary cirrhosis is as a rule associated 
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with an enlarged smooth liver, early jaun- 
dice, and slight or moderate splenomegaly. 
Frequently there is evidence of increased 
hemolysis. Six cases have been classified 
in this group; all of these patients are dead. 
One patient died in the hospital and five 
have died subsequently. 





RIGHT ILIAC FOSSA PAINS AND 
THE END-RESULTS. 





The profession at large has become so 
habituated to regarding right iliac fossa 
pain as in itself diagnostic of appendicitis, 
either acute or chronic, that providing this 
pain persist, be sufficiently irksome to the 
patient, or be present in one with a predilec- 
tion for doctors and operations, it is not 
surprising that many unreported cases of 
appendicular operation have been performed 
without in the slightest degree relieving the 
pain from which the patient suffered ; since 
there is a distinct percentage of pain thus 
located due to other causes than those con- 
nected with the appendix. 

The uniformity with which the patholo- 
gist reports the signs of chronic inflamma- 
tion in the appendices thus removed, 
without relief of symptoms, suggests 
either that practically all appendices are 


chronically inflamed or that the laboratory 


expert correlates his findings with clinical 
histories as given by the surgeon. Even 
though the appendix be chronically inflamed. 
pain symptoms may be due to conditions 
engendered by the focal infection, such as 
duodenal ulcer or renal calculus, which 
continues to be progressively troublesome 
long after the appendix has become quies- 
cent. 

In this relation the communication of 
Barclay and McWilliams (New York State 
Journal of Medicine, February, 1921) is of 
interest. They report upon two hundred 
operations for chronic appendicitis in the 
Presbyterian Hospital in New York, and 
with a gratifying degree of honesty as to 
results obtained. They note that 75 per 
cent were cured; that 11 per cent were 
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bettered; and some 13 odd per cent were 
not cured. Of the 49 cases in which there 
was failure to cure, the appendages of all 
but three were pathological. In none of 
the cases had there followed hernia. In 
half the 200 cases pain was the only 
symptom before operation, and 71 per cent 
in all were cured. In about one-half the 
cases this pain was associated with stomach 
symptoms, with 80 per cent of cures. Asa 
rule these patients were constipated. 

In a further series of 58 private patients 
who reported for advice because they were 
unrelieved of symptoms after appendec- 
tomies the cause of failure to relieve was 
incident to the fact that the pain was due to 
gastric crises in 2; splanchnoptosis in 43; 
ureteral calculus in 1; pericolic adhesions 
in 2; duodenal ulcer in 5; in 4 to gall- 
bladder disease; and in 1 to chronic duo- 
denal obstruction. These 58 private patients 
were taken from about 700 gastrointestinal 
patients who reported for treatment because 
of lack of relief after previous appendec- 
tomies. They show that more thorough 
study before operation would have spared 
these patients unavailing operations. 

On comparing the two summaries it 
would seem that the hospital patients were 
more carefully worked up before operation 
than private ones. There were no subse- 
quent operations necessary among the 
hospital patients, nor stomach nor duodenal 
ulcers, or gall-bladder diseases. Colitic and 
enteroptotic cases in general were not 
operated upon. 

Dr. Gibson’s published  after-results 
showed 30 per cent of unsatisfactory cases, 
with a steady betterment in recent times 
which he attributed to more thorough 
explorations and a better preparation of the 
skin for operation. 

As to splanchnoptosis, common enough 
among neurasthenic women, often charac- 
terized by pain and tenderness in the right 
lower abdominal segment as its dominant 
feature, the authors believe that the only 
benefit accruing from removing the appen- 
dix is that incident to rest in bed. They 
place large dependence for the relief of this 
condition on abdominal support. They 
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believe that neither Lane’s kink nor Jack- 
son’s membrane has great pathological 
significance. They believe that setting-up 
exercises will do more general good to 
womankind than any other one thing. The 
lack of muscular power among the upper 
classes is appalling, and with this goes a 
slackening of all the supports. 

A routine examination of the stools 
should exclude colitis as a cause of pain. 
As for cecal dilatations, when found at the 
time of operation the cecum should be 
plicated. 

Cabot notes that out of 157 cases of renal 
and ureteral calculi 10 had been previously 
operated upon for chronic appendicitis. 
Radiographs are not always to be trusted, 
and they were negative in 6 per cent of 127 
cases. Braasch reports that one-third of 
his cases of kidney stone had had previous 
laparotomies for the relief of pain. The 
relation between chronic appendicitis and 
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duodenal ulcer and cholecystitis is so close 
that at the time of the removal of the 
appendix examination should be made for 
the presence or absence of these conditions, 
The reverse is also true—.e., the appendix 
should be removed in operations required 
for the stomach, and in all pelvic operations 
it should also be taken away. Chronic 
duodenal obstruction, due either to ad- 
hesions at the jejunoduodenal junction or 
to compression of the duodenum by the 
overlying vessels dependent upon intestinal 
ptosis, may give rise to symptoms suggesting 
an appendix removal and of course unre- 
lieved by this operation. 

The authors propose for this condition 
an anastomosis between the jejunum and 
the second portion of the duodenum 
proximal to the mesenteric vessels. The 
condition is easily demonstrated after a 
bismuth meal, and measures for its relief 
are clear and certain. 





Progress in ‘Therapeutics 





Medical Therapeutics 


A Note on the Use of Antigonococcal 


Serum. 


In the British Medical Journal of Janu- 
ary 15, 1921, IvENs states that the preva- 
lence of gonorrhea in young and otherwise 
healthy married women makes it peculiarly 
necessary not only to improve technique 
but to utilize all available means to make 
conservative gynecological surgery a suc- 
cess in the presence of this infection. Until 
the last few years antigonococcal serum 
therapy has not been generally employed, 
although as early as 1895 de Christmas 
experimented with it in guinea-pigs and 
rabbits. Wassermann and Wertheim con- 


firmed his experiments, the former show- 
ing that the poison was contained in the 
body of the microbe, which did not belong 





to a diffusible group. These results were 
applied by Rogers and Tory in 1906, and 
Parke, Davis & Co.’s antigonococcal serum 
was used successfully in the treatment of 
gonococcal rheumatism. Recently Paraf 
alluded to the points of resemblance be- 
tween the meningococcus and the gono- 
coccus, and urged the necessity for methods 
of local application of the serum to bring 
it into immediate contact with the microbe, 
as is done in the treatment of cerebro- 
spinal meningitis by intrathecal injections. 
Paraf supported his views by inoculation 
experiments in the anterior chambers of 
rabbits’ eyes, and by intrathecal injections 
into monkeys. With Nicolle’s serum he 
cured 14 out of 16 cases of arthritis by the 
intra-articular injection of serum. This 
serum is active, possessing agglutinating, 
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bacteriolytic and bactericidal qualities, and 
is endowed with therapeutic properties 
against different strains of gonococci. 

Encouraged by the results obtained dur- 
ing the war by the use of specific serums in 
wound infection, and more especially in 
gas gangrene, he determined a year ago to 
experiment with antigonococcal serum in 
the treatment of some of the cases of gon- 
ococcal infection coming under his care. He 
employed serum in about 30 cases, in 22 of 
which tubal infection was the most marked 
feature. Endocervicitis was present in 
three, and in three cases of arthritis one 
had occurred during pregnancy, another in 
the puerperium. 

He adopted three methods of application. 
In one series he gave the serum subcutane- 
ously diluted in normal saline, usually in a 
dose of 20 Cc., repeated at intervals of a 
couple of days, evéry three days, or oc- 
casionally a week, giving in all from 20 to 
200 Ce. 

In another series, on the supposition that 
the toxin is not diffusible, he tried the in- 
traperitoneal method. 
dripping pus tubes or a pyosalpinx the 
tube was washed out with normal saline, 
after being, if necessary, opened up. Con- 
servative surgery was adopted when possi- 
ble, both tubes, or at any rate one, being 
left. With a syringe 20 Cc. of serum was 
injected into the tubes, sometimes into the 
ovary, and the residue left in the pouch of 
Douglas. The abdomen was then closed 
without drainage, and the Fowler position 
adopted. To avert anaphylactic shock a 
subcutaneous or rectal saline was given 
simultaneously. This method, which was 
employed empirically during the war, has 
been shown by Richet to have a scientific 
basis—namely, that sodium chloride has a 
protecting action against the assaulting 
infection. Lumié and Chevrotier have re- 
cently shown that other sodium salts act 
as well. 

Thirdly, in a few cases of endocervicitis 
with profuse leucorrhea he tried serum 
packs in the vagina, alternating daily with 
packs moistened with equal parts of 10- 
per-cent salt solution and 5-per-cent car- 
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bolic acid. In one case 200 Cc. of serum 
were used, but his limited supply did not 
permit him to utilize this method as fre- 
quently as he wished. The after-history 
of these local cases has been peculiarly 
good—one has recently become pregant; 
another, which had had previous ineffec- 
tive treatment extending over a couple of 
years, got quite well, all trace of gonococci 
disappearing. 

In no case has he used serum intrave- 
nously, as it is the only method in which he 
has seen fatal anaphylactic shock super- 
vene after the use of serum. With re- 
peated doses there is little doubt that it is 
safest to use the fractional method, and not 
to allow more than seven or eight days to 
intervene between the first and 
doses. 


second 


With two exceptions all these patients 
were married women. Thirteen had no 
children, and nine only one—a striking per- 
centage of sterility. All but three were 
between twenty and thirty years of age. 

Every effort was made to confirm the 
diagnosis by bacteriological findings. The 
history and physical signs were generally 
clear, and he has not included doubtful 
cases. The existence of purulent vaginitis 
and of ophthalmia neonatorum in the chil- 
dren was of diagnostic value. Of the 30 
cases subcutaneous injections were used in 
19, in 6 intratubal and peritoneal, in 3 
vaginal packs, and in 2 cases of bartholin- 
itis, serum dressings. 

All his cases made a good immediate 
recovery. In nearly all, either by personal 
investigation or through their medical ad- 
visers, he has made himself acquainted 
with their after-histories, which have been 
on the whole extremely satisfactory. There 
have been three definite failures—one an 
acute case, in which an insufficient quan- 
tity of serum was perhaps responsible, and 
two which relapsed after a period of some 
months’ good health, and in which there 
was every possibility of reinfection. Further 
operation had to be undertaken in all three 
cases; otherwise the results have been good. 
In spite of their dislike of subcutaneous 
injections many of the women have said 
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they were glad to have them, as they felt 
the benefit. In nearly every case relief of 
pain was a marked feature. Seen after 
varying intervals of months the patients 
described themselves as feeling splendid, 
being fit for anything, and able to do their 
own washing—in fact, they form a marked 
contrast to many other cases of gonorrheal 
infection in which no serum had been given 
at operation, and in which the presence of 
peritoneal adhesions causes so much pain 
and disability. In one case pregnancy was 
apparently proceeding normally. Dis- 
charges had stopped, and it was difficult to 
collect enough for bacteriological examina- 
tions, all of which were negative. 





The Alkali Reserve in Abdominal 


Infection. 


In the Journal of the American Medical 
Association of January 29, 1921, WiLuis 
states it would seem that there is no indica- 
tion for the use of sodium bicarbonate in 
patients suffering from peritoneal infection, 
if one is permitted to draw conclusions from 
this small number of experimental and 
clinical observations. Certainly, there is no 
justification for the routine use of alkaline 
therapy, and it should be limited to those 
cases in which appropriate tests have 
demonstrated a reduction in the reserve 
alkali to a point at which it may cause 
harm. Even here the results to be obtained 
are problematical. 





Acid-base Equilibrium in Disease from 


the Point of View of Blood Gases. 


In the Journal of Experimental Medicine 
for February, 1921, Means, Bock and 
WoopwELL state that carbon dioxide dia- 
grams (Haggard and Henderson) have 
been constructed for the blood of a series 
of hospital patients as a method of study- 
ing disturbances in their acid-base equi- 
librium. 

A diabetic with a low level of blood 
alkali, but with a normal blood reaction— 
a compensated acidosis, in other words— 
showed a rapid return toward normal with 
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no treatment but fasting and increased 
water and salt intake. 

A nephritic with a decompensated acid- 
osis and a very iow blood alkali was 
rapidly brought to a condition of decom- 
pensated alkalosis with a high blood alkali 
by the therapeutic administration of sodium 
bicarbonate. 

It is suggested that the therapeutic use of 
alkali in acidosis is probably only indicated 
in the decompensated variety, and that 
there it should be controlled carefully and 
the production of alkalosis avoided. 

The diagram obtained in three pneu- 
monia patients suggested that they were 
suffering from a condition of carbonic 
acidosis, due perhaps to insufficient pulmo- 
nary ventilation. 

In two out of three cases of anemia the 
dissociation curve was found to lie at a 
higher level than normal. No explanation 
for this finding was offered. 





Blood-pressure During Intravenous 
Injection of Quinine in the Treat- 
ment of Malarial Fever. 


In the Indian Medical Gazette for De- 
cember, 1920, BRAHMACHARI in his con- 
clusions states: 

1. Intravenous injection of quinine in 
concentrated solution (10 grains in 20 Cc.) 
is generally followed by a fall in blood- 
pressure and sometimes by a disappearance 
of the pulse for a few seconds. 

2. Intravenous injection of quinine in 
dilute solution (10 grains in 200 Cc.) may 
be followed by a fall in blood-pressure, but 
it is neither so sudden nor so great as in 
the case of concentrated solutions. In many 
cases there is no fall of blood-pressure. 

3. The slower the injection is given, the 
less is the chance of fall of blood-pressure 
taking place. 

4. The diminished blood-pressure after 
intravenous injection of quinine may per- 
sist for twelve hours or more after the 
injection. 

5. Intravenous injection of quinine should 
always be given in very dilute form (1 in 
300). The injection must be given at the 
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rate of 10 Cc. every minute. 
never be lightly undertaken. 

6. Intravenous injection of quinine in 
concentrated solution may be followed by 
transient muscular twitchings and quick- 
ness of breathing. 

7. Intravenous injection of quinine should 
be given, making frequent careful blood- 
pressure observations during the operation. 

8. As in malarial fever, especially of the 
pernicious type, the blood-pressure is some- 
times very low; intravenous injection of 
quinine should be given very slowly in a 
dilute form, guarded by administration of 
pituitrin or adrenalin and the application 
of tight bandages over the extremities. 

If we take the above precautions, the 
dangers of intravenous injection of quinine 
will be reduced to a minimum. 


It should 


Blackwater Fever. 


The British Medical Journal of January 
15, 1921, in an editorial on this subject 
states that Dudgeon’s study of 100 cases 
of blackwater fever in the Balkans during 
the years 1916-18 is rich in the observations 
of an experienced pathologist, and con- 
tains interesting criticism of the hypotheses 
suggested for the solution of the vexed 
question of its pathology. Turning first to 
the aspects of clinical pathology: jaundice 
was present in 20 out of the 49 cases with 
full notes ; some of the remaining cases had 
a yellowish discoloration of the conjunctiva, 
like that seen in pernicious anemia, but 
examination of the blood plasma or serum 
did not show the presence of bile pig- 
ment. Emphasis is therefore laid on the 
importance of checking clinical impres- 
sions by laboratory tests, and a method con- 
sisting of evaporation of the blood to a 
dry sticky residue and then applying Gme- 
lin’s fuming nitric acid test for bile pigment 
is described. Numerous observations proved 
that the red blood-corpuscles are not un- 
duly fragile, and that the blood does not 
contain auto- or iso-hemolysins; on the 
other hand, an active hemolytic substance 
or substances can be ‘extracted by alcohol 
or acetone from the tissues of fatal cases, 
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and to a less extent from the urine, but 
cannot be obtained from the tissues in 
other conditions, including malaria. These 
extracts hemolyze human and animal red 
cells, but the urine from cases of black- 
water fever does not hemolyze the red cells 
of man or sheep, and its injection into rab- 
bits did not produce any bad effects. 

In connection with these observations 


reference is appropriately made to Bal- 


four’s ingenious suggestion that blackwater 
fever may be due to the action of a hem- 
olysin—introduced by a biting insect—on 
red blood-corpuscles already enfeebled in 
some way, usually by malaria, but some- 
times by tick fever. A malarial history 
was forthcoming in all the 100 cases, and it 
is shown that blackwater fever is at its 
height at the period of the year when the 
death-rate from malaria is lowest. Film 
preparations of the blood during the par- 
oxysm of blackwater fever were made in 
40 of the 100 cases, and in 42 per cent of 
these there were malarial parasites present, 
60 per cent of these being malignant rings 
or crescents. Spirochetes were never de- 
tected in the blood or urine; and the ex- 
perience with the Wassermann reaction and 
microscopic examination of the tissues 
after death did not lend any support to the 
view that syphilis, which is casually related 
to paroxysmal hemoglobinuria, plays any 
part in the etiology of blackwater fever. 

The well-known hypothesis that quinine 
poisoning explains the disease was investi- 
gated in several ways, but neither consid- 
eration of the clinical history in the cases 
specially analyzed from this point of view 
nor some animal experiments provided any 
evidence in its favor. Thus, rabbits ren- 
dered intensely anemic by the intravenous 
injection of immune antiserums did not 
show hemoglobinemia or hemoglobinuria 
when treated with various preparations of 
quinine intravenously or intramuscularly ; 
and complete ligature of the ureters in rab- 
bits while quinine was being given or had 
been given did not induce a condition in 
any way resembling blackwater fever. 

As long ago as 1909 Cleland suggested 
that blackwater fever was the evidence of 
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anaphylaxis to the dead protein of the 
malarial parasite, and since then this idea 
has attracted some attention; but from a 
comparison of the morbid changes in black- 
water fever with those in two fatal cases 
of anaphylaxis, Professor Dudgeon con- 
cludes that the only phenomenon common 
to both is the hemorrhagic state, which, of 
course, may be due to various causes. 





Amebic Dysentery in Siam. 


In the Journal of the American Medical 
Association of January 29, 1921, MENDEL- 
SON states that, in his opinion, dysentery 
that does not respond -to emetine in one 
form or another will not be cured by any 
other treatment. It is true that symptoms 
may be temporarily relieved by other 
methods; but as a rule the result is only 
temporary and disappointing. Every new 
treatment that is suggested gets a trial at 
the hospital, only to end in being supplanted 
by the hypodermic injection of emetine. He 
has never used a single irrigation in the 
bed patients in the Central Hospital. 

In private cases, when the patient can 
afford it, he thinks the best method is to 
give a hypodermic injection of emetine, 
one-half grain, once a day, and one grain 
of emetine-bismuth-iodide by mouth three 
times a day. 

The symptomatic and dietary treatments 
are, of course, added. 





Case of Intolerance to Aspirin. 


In the Indian Medical Gazette for De- 
cember, 1920, CLYNE states that he was 
called in to see a case, a robust tea-planter 
of forty-one, who was suffering from slight 
headache and who took one 5-grain tablet 
of “Empirin,” a substitute for aspirin, at 
2:30 p.m. on October 3, and went to bed. 
At 4:30 p.m. he got up, complaining of 
tightness in the neck and swelling of the 
face. He was seen at 5 p.M., when there 
was marked edema of the face, neck, eye- 
lids, lobes of ears, and lips. His eyes were 
closed owing to the extent of edema of the 
eyelids. There was an urticarial rash all 


over the body, but more on face and upper 
extremities, and he noticed maculz around 
neck and chest. The patient complained 
of a feeling of suffocation, but this wore 
off. The whole condition looked most 
alarming. He was ordered rest, and given 
a saline purge. Next morning the patient 
got up, and complained of giddiness; the 
edema was subsiding, and the rash had 
almost gone. Recovery was complete in 
three days. During this attack there was 
no suppression of urine, and his pulse was 
78; the temperature was 98°, and he never 
complained of feverishness. The patient 
related that previously after 10 grains of 
aspirin he had seen a rash, and complained 
to another doctor that aspirin did not suit 
him. This is a case of marked idiosyncrasy. 





Treatment of Gastric and Duodenal 
Uleer. 


The Lancet of January 22, 1921, presents 
the discussion on this subject which took 
place before the Royal Glasgow Medico- 
Chirurgical Society. Stockman, represent- 
ing the physicians’ view, commented upon 
the unsatisfactory state of our knowledge 
regarding the etiology of these ulcers. 

Gastric ulcer, he said, is common in 
anemic young women; duodenal ulcer fre- 
quently occurs in men in the prime of life, 
and apparently in perfect health. We do 
not know whether they are primary or 
secondary lesions following upon unrecog- 
nized deeper-lying causes. So far the 
etiology of the recent clean-cut simple 


gastric or duodenal ulcer has not been 


adequately or definitely explained by any 
of the speculations put forward. It is cer- 
tain that many people have acute ulcers of 
stomach and duodenum without any definite 
symptoms, the ulcers healing of themselves 
and probably never giving rise to further 
trouble. Should pain, indigestion, or hem- 
orrhage betray the presence of an ulcer, 
clinical experience has put in our hands 
fairly efficient methods of allaying these 
symptoms and presumably of inducing heal- 
ing. Absolute rest-in bed, light, easily- 
digested food, attention to the bowels, and 
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the administration of bismuth and earthy 
carbonates, seem in most cases to cause 
healing in from three to five weeks. Len- 
hartz’s dietetic treatment, he thought, on 
the whole was successful, although treat- 
ment was generally stopped too soon. In 
this way it should be possible to prevent the 
ulcer from becoming chronic. 

Regarding systematic drug treatment 
designed to produce sound healing, physi- 
cians have shown a great want of enter- 
prise. Many patients with gastric and duo- 
denal ulcers keep well for long periods, 
relapsing under worry, business and domes- 
tic strain, or exposure to cold. Anemia 
should be carefully attended to. It is, how- 
ever, the chronic ulcer which 
trouble in practice. 


gives us 
Many of its victims 
are never free from symptoms, and their 
working capacity is greatly lowered. While 
medic™l treatment has shown lack of 
initiative, has claimed much. 
Operation for perforation, pyloric stenosis, 
deformities, obstruction by adhesions, 
invasion of the pancreas, liver, and gall- 
bladder shows brilliant results, but by no 
means invariably; severe hemorrhage 
seldom comes into this category. Gastro- 
enterostomy for the cure of uncomplicated 
chronic or recurrent ulceration does not 
stand on a secure basis, and possibly should 
not be done at all. Strict rest and diet after 
the operation do good, but recurrence 
occurs very much as in unoperated cases, 
and regurgitation of bile is a dreadful 
sequel to the operation. Moynihan has 
abandoned gastroenterostomy in favor of 
gastrectomy. Mayo advises gastroenteros- 
tomy and burning out of the ulcer. But 
why operate at all? Perforation is a rare 
occurrence and can be dealt with efficiently 
by operation if it does occur. It is ‘claimed 
that excision of the ulcer prevents the after- 
development of cancer, but if ulceration is 
the determining cause, cancer should be 
equally common in the duodenum, which 
it is not. 


surgery 


Nicoll, representing the surgeons’ view, 
said it is impossible to divorce the discus- 
sion of treatment from that of etiology. 
Gastric and duodenal ulcers differ in two 


particulars: gastric ulcer tends to become 
malignant, duodenal ulcer hardly ever. 
Gastric ulcer is common in young females, 
duodenal affects middle-aged men. Pan- 
creatitis, along with gastric and duodenal 
ulcers, is steadily following appendicitis, 
intestinal obstruction, and cholelithiasis in 
becoming the object of immediate surgical 
treatment. The last word in diagnosis lies 
with the surgeon. For duodenal ulcer, en- 
folding with closure of the pylorus is the 
proper course. This necessarily involves 
gastroenterostomy. For gastric ulcer, 
excision or enfolding constitute the treat- 
ment; the superaddition of gastroenteros- 
tomy then depends upon the site of the 
ulcer and the degree of distortion of 
stomach produced by the excision or enfold- 
ing. Concerning points of detail Nicoll 
said: 

(a) Large parietal incisions should be 
employed so that the other organs in the 
abdomen may be examined. 

(b) Gastric and duodenal ulcers appar- 
ently cured by medical means not infre- 
quently relapse, perforate, bleed, or become 
malignant. 

(c) Microscopic examination of all ex- 
cised gastric ulcers is advisable. 

(d) When gastroenterostomy is called for 
alone or in addition to pyloric closure or 
excision of the ulcer, in most cases the 
ordinary posterior operation answers well. 
Should this lead to bile regurgitation three 
methods are available: gastroenterostomy 
plus enteroenterostomy; Roux’s gastroen- 
terostomy “en Y”’; or a modification of that 
permitting of side-to-side union. Nicoll 
prefers the third method. 

Adamson presented the case from the 
point of view of the practitioner. Hurst 
has recently said that if practitioners and 
physicians only do their duty, cases of 
ulcer will never reach the stage in which 
the surgeon’s help is required, from which 
it is clear that Hurst has never engaged in 
general practice. Sooner or later the 
majority~of cases yield to medical treatment 
when diet restriction and other treatment 
are relaxed. Many are cured because 
treated in their earliest stages. In the 
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presence of proved ulceration the cure is 
often only partial, as the ulcer is not com- 
pletely and soundly healed. Once the 
symptoms have disappeared patients return 
to unhealthy surroundings, to food wrong 
in quantity and quality, naturally with a 
return of their trouble, which is then more 
difficult to heal. What is required is 
prolonged after-treatment in the early cases, 
for frequent recurrence is apt to be fol- 
lowed by deformities of the stomach, 
pylorus, and duodenum, which might be 
worse than the primary disease. Adamson 
then considered in more detail how the 
cases presented themselves to the practi- 
tioner. 

1. The type that is brought to our notice 
first by perforation. In these cases few, 
if any, symptoms have preceded the per- 
foration, and in these cases the medical 
treatment only begins when the surgical 
treatment ceases. In young subjects the 
prognosis appears to be good. 

2. The type that begins with hemate- 
mesis, sometimes a pinhole perforation of 
a blood-vessel. Here also there is often 
little or no history of previous indigestion. 
The early recognition of the serious nature 
of the illness with the consequent pro- 
longed and thorough treatment usually leads 
to recovery, which is generally enduring. 

3. The large group of cases labeled indi- 
gestion, dyspepsia, gastric catarrh, gastritis, 
or bilious attacks. These cases yield, for 
the time at least, to rest in bed, rectal 
salines, or other less drastic measures. In 
most recovery is temporary, and there is 
recurrence months or even years after. 
Many come to the surgeon for perforation 
or pyloric stenosis, and the results of sur- 
gical treatment are highly satisfactory. 

4. Duodenal ulceration. This may appear 
as a simple hyperchlorhydric indigestion 
which comes and goes, often in the spring 
and autumn. In definite ulceration our 
medical treatment meets with success up to 
a point and chronicity is often established, 
and then hemorrhage and perforation are 
likely enough to occur. 

He asked: What is wrong with our treat- 
ment? The methods are probably not at 
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fault, but after-treatment is not sufficiently 
prolonged. It should be continued for 
years, the question of suitable diet being 
all-important. 

Cowan said that the mortality of ulcer 
was considerable. In a series of 120 
patients who were in his wards suffering 
from some form of ulceration of the 
stomach or duodenum, 15 died—i.e., 12.5 
per cent; 8 died from hemorrhage, 4 from 
perforation, 1 from toxemia, 1 from ex- 
haustion, and 1 from an unknown cause a 
few days after refusing operation. He had 
recommended operation in 21 patients (17.5 
per cent), and in two others operation had 
been required within a short period of their 
discharge from hospital. Operation had 
been performed in 17 cases, seven times on 
account of recurrent hemorrhage, seven 
times on account of dilatation of the 
stomach, thrice for a perforation. Two of 
these patients died, both from perforative 
peritonitis. The ulcer was situated in the 
duodenum in 10 cases and in the stomach 
in 6. In the other patient no ulceration 
could be discovered at the operation. In 
another patient, who died from hemorrhage, 
a small erosion proved the source of the 
bleeding. Operation was indicated in all 
cases with pyloric obstruction and in those 
with peritonitis. 

The after-results of operation are still 
undetermined ; only five have answered his 
inquiries, all being well three to eleven 
years later. The best results were obtained 
by close codperation between physician and 
surgeon and careful examination by every 
possible means of the particular features of 
each individual group. In his series the 
mortality in the operation group was 11.7 
per cent, and in the non-operation group 
12.6 per cent. 

McKendrick suggested that operation 
should be limited to gastric and duodenal 
ulcers attended with severe recurrent 
hemorrhage, pyloric stenosis, gastric tetany, 
or perforation, or where evidence is present 
of a localized peritonitis or subphrenic 
abscess. X-rays afford a reliable guide 
when the results are carefully interpreted. 
When the stomach empties in five to six 
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hours prolonged medical treatment should 
be applied to patients resting in bed. Should 
pyloric stenosis follow operation can be 
resorted to. The mere presence of occult 
blood in the feces is not sufficient reason 
for operation. 

Dalziel agreed that a large proportion of 
gastric ulcers require operation, but acute 
ulcers do not call for intervention until 
prolonged treatment has first been tried. In 
America the feeling is in favor of gastrec- 
tomy. How many physicians or patholo- 
gists have seen a healed chronic ulcer? 
Gemmell has said that a chronic ulcer never 
heals. The results of gastroenterostomy 
are better than they have been, and he has 
been struck by the good results of extirpa- 
tion. Syphilis he does not consider a 
common cause of ulcer. 

Hunter, the chairman, referred to the 
question of a syphilitic ulceration of the 
stomach. In one case specific treatment 
was followed by cure, demonstrated by 
4-ray examination. He also quoted several 
other cases treated in diverse ways. 

Clark said that our unsatisfactory knowl- 
edge of the etiology of gastric and duodenal 
ulcers at present precludes much advance 
in their treatment. Until the physiological 
functions and actions of the stomach and 
duodenum are taken into account treatment 
is liable to be only symptomatic. 

The stomach is a muscular organ fixed 
more or less at both ends, and roughly 
divisible into a fundic or receiving and a 
pyloric or churning part. During digestion 
the prepyloric sphincter shows as a constric- 
tion. The fundic stomach supplies the 
pyloric stomach with food and acid juice, 
which the pyloric stomach churns up and 
propels against the pylorus, whence it 
passes on as acid chyme when the chemical 
and nervous stimulus opens the valve. The 
natural direction will continue so long as 
the pylorus is freely patent; and when, 
from stenosis, it becomes less so, the mus- 
culature of the pyloric stomach hyper- 
trophies to meet the new conditions, just as 
does cardiac muscle. When the stenosis is 
very great and delay in emptying becomes 
extreme, the effect of gravity, distention 


with food and gas, etc., causes great 
stretching, and as a result the peristalsis 
loses its force and direction—possibly like 
an auricle or ventricle in fibrillation. In 
other words, compensation has _ broken 
down. Clark said that it was not difficult, 
then, to see why operative interference by 
gastroenterostomy very often fails when 
there is no marked stenosis and consequent 
delay and dilatation; the emptying of food 
and acid juice mixture—not properly trit- 
urated chyme—occurs far too rapidly, and 
intestinal and other troubles follow. He 
said that after cutting or cauterizing raw 
injured surfaces are exposed to the gastric 
juice and the claim that operation removed 
the source of irritation cannot be sound. 
He considered that the gnawing pain is due 
largely to muscular action, probably anti- 
peristaltic action to return food unsuitable 
to the mucous membrane and digestive 
juices of the stomach concerned. The oper- 
ation of ligating the pylorus, providing this 
is fairly patent, could only result in 
desperate efforts of the pylorus to open 
when the chemical and nervous stimuli 
reach their normal reacting point, added to 
by the forcible pyloric stomach peristalsis 
behind. No wonder there is gnawing pain. 
In the presence of marked stenosis, delay, 
and dilatation, with broken-down compen- 
sation, the performance of gastroenteros- 
tomy is almost always brilliantly successful. 
In its absence failure is far too frequent to 
encourage its recommendation. If the 
patient takes the same care in the way of 
rest, diet, etc., without operation as after 
operation, his relief will generally far out- 
distance any benefit he would obtain from 
surgical interference. Severe and uncon- 
trollable hemorrhage, like perforation, is a 
condition in which operation has no alterna- 
tive. 

Jack said that most physicians agree as 
to the type of case suitable for operation, 
but that surgeons take a wider view. In 
his experience where, in acute gastric ulcer 
with hemorrhage, an operation is performed 
to ligature the vessel the surgeon invariably 
fails. In similar conditions medical treat- 
ment has repeatedly succeeded. He asked 
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for late results from surgeons and for 
statistics. Most methods succeed tempo- 
rarily, sometimes for years, but he wished 
to know if surgical relief is greater than 
medical and more prolonged. We all know 
of cases in which, after operation, symp- 
toms similar to those occurring previously 
have persisted. Other cases have substi- 
tuted an ulcer of the bowel for one of the 
stomach. He wishes to have statistics of 
cases showing these results. 

Jones said that whereas the physician and 
the surgeon see the cases often after long 
duration, the practitioner sees them before. 
during, and after treatment. We _ need 
complete statistics over long periods. Dr. 
Jones reterred at length to the different 
types of case—of ulcer and of simulated 
ulcer—seen by the general practitioner, and 
commented upon the probable effect of the 
prolonged rest after operation upon the 
body and mind of the patient. He men- 
tioned many different conditions leading to 
symptoms simulating gastric ulcer, and 
outlined the types of treatment he found 
most suitable in each case. 

McLennan was convinced that in every 
case all available measures of investigation 
into the condition should be applied. X-rays 
as well as chemical methods are necessary. 
Where the stomach is ptosed without 
pyloric stenosis surgical interference is not 
indicated, although if an ulcer exists the 
sufferer is in a most unhappy condition. So 
also is the patient who after operation 
suffers from regurgitation of bile with 
vomiting and distention. He said that the 
digital stretching of the pylorus for dilata- 
tion of the stomach has proved satisfactory. 
On the question as to whether immediate 
gastroenterostomy should follow laparotomy 
for perforation, McLennan said that in 
the hands of his colleague, Campbell, who 
does not usually perform an enterostomy at 
the time, many cases do very well without 
further operation. The Mavyos say that a 
perforated duodenal ulcer heals better than 
an unperforated one for some unknown 
reason. Duodenal ulcers do not heal so well 
as gastric ones. 

Russell said that he was becoming 
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increasingly reluctant to advise operation, 
but believes more in mental and physical 
rest. Small doses of opium seem to do 
good. He gave in detail his opinion of the 
suitability of various foods at 
stages of convalescence. 

Young remarked that only by combining 
purely medical and purely surgical views 
could one arrive at a useful conclusion. He 
agreed with previous speakers that the aids 
to diagnosis available are often real and 
reliable. The surgeon has to deal mainly 
with the chronic ulcer. A _ proportion of 
acute cases with perforation or alarming 
bleeding occurs, but a majority are chronic. 

The question therefore arises whether it 
could be true that a chronic ulcer never 
heals. Why should it not heal? The sug- 
gestion that all symptoms could disappear, 
perhaps permanently, and the ulcer still 
remain appears to Young inconsistent with 
the facts of pathology and with the symp- 
toms of disease. surgeons have 
escaped seeing evidence at operations of 
healed gastric and duodenal ulcers. Young 
asked why it was that symptoms of gastric 
and duodenal ulcers so often vanish in a 
single night, after days and weeks of almost 
constant distress. He then proceeded to 
analyze Nicoll’s thesis that such ulcers 
should always be treated surgically on the 
ground that treated medically they fre- 
quently may relapse. He suggested that 
Nicoll’s description of the second remedial 
operations for the correction of the 
unfortunate after-effects of the first ones 
show that even the surgeon has no reliable 
panacea for these conditions. Nicoll has 
said that he is fast coming to the position 
that all cases of gastric ulcer should be 
treated by partial gastrectomy or excision 
of the ulcer. Young pointed out that of all 
those entering into the discussion that even- 
ing more than half had been at one time 
or another victims of the condition, and 
many of the rest also. Are those persons 
prepared to accept the position that gas- 
trectomy is the only possible treatment? 
They are not. His own experience has 
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convinced him that a posterior (no loop) 
ligature or 


gastrojejunostomy, without 














closure of the pylorus, is treatment that 
will give good results in a large proportion 
of cases. Since the last meeting he has 
made an inquiry into the subsequent 
progress of all his private and hospital 
cases of gastric and duodenal ulcers. So 
far the results have been more satisfactory 
than could have been hoped for. Young 
concluded by reading two sample replies. 
He promised to submit to the society later 
a digest of the complete figures obtained. 

Nicoll, in reply, thought the discussion 
would do good. He would have preferred 
the consideration of gastric ulcer separately 
from duodenal ulcer. “Gastric ulcer” is 
passing to the position the “appendix” held 
some time ago. Gastric ulcers tend to 
become malignant and should be excised. 
Help is needed from physicians, patholo- 
gists, and physiologists in the treatment of 
gastric and duodenal ulcer. 





The Treatment of Colds. 


The American Journal of Electrothera- 
peutics and Radiology for January, 1921, 
in an editorial on this subject states that it 
is not generally understood what can be 
accomplished by the use of radiant light and 
heat and the high-frequency current in the 
treatment of colds, including thoracic cases. 

Treatment of colds in the head and 
larynx by the small radiant light apparatus 
has been recognized for a long time by 
many physicians. The application of 
radiant light and heat over the face and 
throat applied for one hour once or twice 
daily so promptly relieves coryza and 
laryngitis that this method should be in 
general use by laymen, and advised by the 
profession in general. It has been shown 
and demonstrated that the application of 
radiant light and heat with large applica- 
tors, or for longer periods of time with the 
smaller applicators, is remarkably effective 
in the relief of cases of pleurisy and 
bronchitis, and some physicians have justly 

added pneumonia to the list benefited by 
this treatment. 

A method fraught with no danger and 
promising so much is worthy of the trial, 
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and its adoption and recognition will even- 
tually follow its employment in families 
where electric light is installed, and in hos- 
pitals generally. 

Better than radiant light and heat in 
treating pulmonary and throat cases is the 
employment of diathermy with two large 
electrodes in the former and smaller ones 
in the latter cases, placed anteriorly and 
posteriorly and employed with prolonged 
daily administrations—from three-fourths 
of an hour to one hour. 

In connection with the use of diathermy, 
in all conditions complicated by infection, 
the +-ray seems to act as a congener; so in 
the treatment of cases of severe, acute, and 
chronic pleurisy and bronchitis it adds 
much to the relief of the condition when 
employed in conjunction with the high- 
frequency current. Two applications of 30 
milliampere minutes at 15 inches 
usually suffice. 

When it is realized that a cold originates 
from exposure with lowered resistance of 
the parts attacked, the rationale of these 
treatments will be readily appreciated ; for 
by raising the local resistance by inducing 
increased circulation—hyperemia—by ad- 
ministration of heat, the local tissue 
resistance will be so raised that there will 
be a festoration of a normal condition with 
destruction of the germs present. 

At this season of the year there are 
probably no other measures in medicine 
which will prove so acceptable as these in 
the treatment of colds. 


will 





Treatment of Nervous Insomnia. 

In the Lancet of January 22, 1921, ZANG- 
GER states that the disturbances of the 
circulation play an important part in the 
causation of insomnia; that form of the 
condition which is associated with myo- 
carditis and heart failure yields not so 
much to sedatives as to cardiotonics. In 
the arteriosclerosis with reduced blood- 
pressure he has found spirit of camphor 
gives good results and also controls the 
accompanying insomnia. Again, in arterio- 
sclerosis with increased blood-pressure, if 
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the kidneys are not diseased, small doses of 
nitroglycerin given for weeks and months 
keep the blood-pressure.almost normal and 
also relieve the insomnia. Excess of 
hydrochloric acid often causes irritation of 
the nerves of the stomach, eructations, and 
flatulence, which contribute to sleeplessness ; 
here an alkaline and dietetic treatment is 
of use, and he finds tablets of alcohol, a 
colloid hydroxide of alumen, slowly dis- 
solved in the mouth, cure the insomnia. 

His own treatment of nervous insomnia, 
which is often the principal and most 
distressing symptom of an_ underlying 
neurosis, consists of a combination of 
medicinal and psychic treatment. 

For from four to eight days he prescribes 
8 grs. of barbital or the soluble sodium 
barbital, or 114 grs. of dial-ciba, to secure 
from the very first three to six hours of 
sleep every night, thereby quieting the 
patient and giving him confidence. After- 
ward he gives two tablespoonfuls (30 g.) 
of a solution of sodium bromide (1 in 20) 
just before supper, and for a week half- 
doses of barbital or dial. As improvement 
continues the latter are reduced to half-doses 
every other day for a week, and are then 
completely discontinued. At the end of a 
month the bromide can also generally be 
gradually reduced to three-quarters or even 
half the amount. Of course these doses 
must be individually modified in each case. 
The whole bromide treatment lasts from 
one to three months, according to the 
severity of the case; its action is not only 
sedative, but successfully combats the men- 
tal depression always present during 
nervous insomnia. As a tonic after the 
bromide treatment lecithin injections are 
often of great value. 

First of all the physician must investigate 
the patient’s mind in order to discover and 
discuss psychic states which may have 
originated the nervous disturbances. The 
patient should learn to confide completely 
in the physician; the latter must not 
attempt to bring the patient under the ban 
of his mental force and power of will, as 
do hypnotists and the modern school of 
what may be described as “sexual therapeu- 
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tists,” but to reéducate the patient’s mind 
and will. The physician must also get into 
private contact with the patient’s family or 
nearest friends to complete his knowledge 
of the case and to instruct the relatives as 
to treatment. Near relatives are, however, 
often most unsuitable companions and 
advisers, coming, as they may, from a 
neurotic stock; it may be desirable to 
remove the patient from harmful home 
influences for a period of weeks or months, 
or even permanently to employ a specially 
trained nurse or companion, or to make use 
of a medical home. 

In over a hundred cases of psycho- 
neurosis with insomnia that he has treated 
in the last five years, the results have been 
satisfactory. He has not found it necessary 
or desirable to refer at length to sexual 
matters in more than half a score of cases, 
and then thoroughly and earnestly. He is 
greatly averse to the modern system of 
daily investigation of the sexual life. As 
Veraguth said after a lecture on psychic 
treatment by the Freudian system, given 
some fifteen years ago by Jung, of 
Kisnacht, to the Society of Medical Practi- 
tioners of Zurich: “For one complex you 
eliminate, you produce ten new ones.” 


ie 





Acute Endocarditis in Children. 


In the American Journal of Diseases of 
Children for February, 1921, Leprorp 
states that the treatment in cases of acute 
endocarditis in children consists largely of 
rest in bed. Everything else is to be 
considered subordinate. The patients are 
kept as nearly flat in bed as possible, judg- 
ment being used in this connection, however, 
because being kept flat may cause so much 
fretting and fussing that more strain will 
be brought on the heart than if the patient 
is allowed to sit up in bed and play with 
toys. The severely ill patients are not to 
be allowed to feed themselves, but are to 
be fed in order to prevent even that slight 
exertion. If there is severe dyspnea or 
orthopnea they are propped up with pillows 
so that they may assume the most comfort- 
able position. There is not a set period of 
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time for all patients to remain in bed, this 
being determined in each individual case by 
the duration of the symptoms and the 
reaction of the heart to exercise. When 
the temperature has become normal and the 
cardiac symptoms show that the acute infec- 
tion has subsided, the strict rest treatment 
is very gradually relaxed, the patient being 
observed closely. 

When the acute symptoms have definitely 
and permanently subsided the patients are 
discharged from the hospital. The patients 
in the hospital with which he is connected 
and in whom the symptoms are slightly 
active, are sent to institutions especially 
provided for their care. The patients with 
inactive lesions are discharged home to be 
followed up by the social service, and seen 
at frequent intervals at the out-patient 
department of the hospital. 

For two or three months the patients are 
to be given a limited amount of exercise, 
being kept in bed the greater part of the 
time. During the next one or two years 
the amount of exercise is to be limited, and 
finally an effort is made to plan the whole 
life so as to save the heart. 

The nutrition and physical condition are 
to be kept in the best possible state, because 
the nutrition of the heart muscle depends 
to a considerable extent on the general 
nutrition. 

Of his 250 ward cases, the patients of the 
mild group were kept in bed in the hospital 
an average of 30.5 days, and those in the 
severe group an average of 50 days. 

The general measures of treatment em- 
ployed in the hospital were those for acute 
infectious diseases in general. The bowels 
were kept open, and the diet consisted at 
first of milk and starchy foods; later meat 
and eggs were allowed. In cases occurring 
with acute rheumatic fever, acetyl salicylic 
acid was given freely. Digitalis was used 
very infrequently, being given only in the 
cases of chronic valvular lesions with failure 
of compensation. It was not given in cases 
of simple acute endocarditis. Sedatives 
were used when demanded. When the 
heart was irritable and the action rapid, and 
especially if there was precordial pain, an 
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ice-bag was applied over the heart. 
symptoms were treated as they arose. 

When the focus of the infection could be 
located, it was, as a rule, removed before 
the patient was discharged from the 
hospital. It was difficult sometimes to 
determine just when the focus should be 
removed. If the acute symptoms gradually 
cleared up with the focus present, it was 
not removed until the acute symptoms had 
subsided. If it was thought, however, that 
the local focus was keeping the acute 
symptoms active over an extended period of 
time, and the condition of the patient was 
not too bad, the focus was removed. The 
teeth and tonsils were the most frequent 
local foci of infection. Ether anesthesia 
was administered without hesitation for 
tonsillectomies and for teeth extraction, 
when necessary. No bad results occurred 
so far as the heart was concerned. 

One hundred and six patients, or 42.4 
per cent, were discharged home, without 
active symptoms, to be supervised and cared 
for by the social service and the out-patient 
department of the hospitals. Sixty-seven 
patients, or 26.8 per cent, were discharged 
with slightly active symptoms, to institutions 
provided for this class of cases. Thirty- 
seven patients, or 14.8 per cent, were 
discharged against advice with active 
symptoms. This demonstrates the difficulty 
in obtaining the codperation of the parents 
so necessary in the prolonged treatment of 
this disease. The remaining forty patients, 
or 16 per cent, died. 


Other 





Treatment of Malignant Disease with 
Special Reference to Radium 
in Needles. 


In the American Journal of Electro- 
therapeutics and Radiology for January, 
1921, CLARK states that the adaptation of 
hollow metallic needles, each containing 
some radium salt—preferably the sulphate 
—representing a known quantity of radium 
element, has revolutionized radium tech- 
nique. He employs needles containing 5 to 
10 milligrammes. These needles are used for 
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insertion into malignant growths and 
glands, or into an organ contained in the 
peritoneal cavity after exposure of the 
lesion by laparotomy—the pylorus, for ex- 
ample. Results are obtained by _ this 
method of radium application that cannot 
be secured by the application of radium in 
capsule or plaque. This method of appli- 
cation is more accurate, and a comparatively 
small quantity of radium applied in needles 
will produce even more favorable results 
than a large quantity applied from the out- 
side or inserted in capsule form into the 
malignant tissue through an_ incision. 
Under the latter condition the action is too 
concentrated at the point of contact and the 
advantage of cross-firing is not obtained. 
The capsule and plaque, however, have their 
special and even indispensable uses when 
radium must be applied from the outside 
or in a cavity. The needles are particu- 
larly efficacious in the treatment of 
growths too large for radium penetration 
from the outside by capsule or plaque, and 
in the more resistant forms which have 
been found unresponsive to radium exter- 
nally applied. As many needles as neces- 
sary may be inserted 20 to 25 millimeters 
apart, to any depth, into the tissues, thus 
taking advantage of concentric cross-fire 
radiation from needle to needle. If a suffi- 
cient number of needles are available, they 
may be grouped together and put into a 
capsule or brass or other metallic filter and 
covered with rubber. These may be used 
in the same manner as the ordinary radium 
capsule; or the needles may be placed side 
by side in a suitable flat metallic container 
covered with rubber and used whenever a 
flat plaque of standard construction is in- 
dicated for the treatment of malignant 
disease. 

After experimentation with various me- 
tallic elements, including gold-plated steel, 
platinum, iridoplatinum, Monel metal, 


stellite, and an alloy of steel and nickel 
known as “non-corrosive steel,’ the last 
named has been adopted as most durable 
and possessing the proper filtration qual- 
ities for the purpose of radium application. 
These needles have been made to order 
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in lengths varying from 20 to 30 
millimeters. Some are round with tap- 
ering points, others have cutting, trocar 
points; and yet others are compressed until 
they are slightly flattened, though still 
maintaining the hollow center, so that they 
may be inserted, for example, through an 
endoscope into the larynx between the car- 
tilage and the membrane with a minimum 
amount of trauma to the tissues. The eye 
end of the needle is tapering, so that it may 
be withdrawn easily by means of a braided 
silk thread after insertion below the surface. 
The shorter 20-mm. needles are used in 
delicate structures such as the eyelids, 
canthi, larynx, etc., and the longer 30-mm. 
needles in less delicate structures more ex- 
tensively diseased. The wall thickness is 
invariably 0.5 mm., as this seems to give 
the desired filtration. The diameter at the 
widest point of the author’s needles is 
2 mm. or 15 gauge, measured by a Stubs 
English wire gauge. The hollow needles 
are so constructed that they are divided 
about 1 mm. below the eye. After the 
needles are filled with radium sulphate in 
the laboratory, the sections are screwed 
together, welded securely, and polished so 
that there will be no leakage of radium 
emanation and no possible focus of cor- 
rosion with resultant loss of radium. If 
the needle wears through at the eye, the 
upper section may be replaced without dis- 
carding the whole needle or jeopardizing 
the radium. 

These radium needles may be inserted 
directly into soft tissues by means of a 
special applicator or a small pointed hemo- 
stat, and they may be carried beneath the 
surface of the growth as deeply as desired. 
A braided silk thread is always attached to 
the needle so that it may be withdrawn 
easily from the tissue, and to obviate the 
possibility of losing the needle with the 
subsequent necessity of incising to find it. 
In dense, hard tissue a trocar or narrow 
blade scalpel is first used to render the in- 
sertion of the needle possible without force. 
Local anesthesia by 2-per-cent novocaine 
and adrenalin is ordinarily used, although 
when many needles are inserted at one time 
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in very sensitive structures a general anes- 
thetic may be employed to advantage. 

Proper filtration is all-important with 
any radium treatment, depending upon 
whether the beta or gamma rays are 
to be utilized. The hardest of the gamma 
rays are very penetrating and exert 
a more powerful action upon malignant 
cells than the others, though the softer 
gamma and the beta rays are utilized 
especially where destruction of tissue is 
desired. Time will not permit of a full 
discussion of the important filtration ques- 
tion, the uses of the different radium rays, 
and modifications of technique to suit vari- 
ous types of cases. Essential information 
along this line may be obtained from text- 
books and current medical literature dealing 
with radium therapy. 

It is still the opinion of some physicists 
and radiumologists that radium needles are 
of little practical utility, since it is thought 
that the secondary radiations from the 
metal in contact with the tissues cause great 
irritation and objectionable sloughs even 
with short exposures, and that sloughing 
near vital structures may jeopardize the life 
of the patient. 

Clinical experience has demonstrated the 
fallacy of this idea, if exposure is not too 
long. It is true that, when a metal applica- 
tor containing radium is applied to the dry 
skin for a sufficient period of time, a severe 
burn of the third degree and sloughing of 
tissue will result ; but when 1adium needles, 
each containing 5 to 10 milligrams, or even 
more, of radium element, are inserted into 
moist tissues such as constitute malignant 
growths the film of moisture surrounding 
the needles may perhaps be sufficient to 
absorb the secondary rays and the destruc- 
tive beta rays. The needles may remain in 
place in some tissues as long as twenty-four 
hours, causing retrogression and disappear- 
ance of malignant growths but no destruc- 
tion by sloughing. Tissues of low vitality, 
or structures such as the uvula, or soft tis- 
sues which are partly broken down or de- 
vitalized, will slough unless the radium 
dosage is accurately estimated; hence the 
time of exposure must depend upon the 


density and vitality of the tissues and the 
proximity to vital structures, although 
blood-vessels such as the carotid artery are 
surprisingly resistant and no damage has 
ever been noted, even though the needles 
were close to the artery as long as twenty- 
four hours. In some cases of very advanced 
cancer of the cervix the needles have been 
allowed to remain in place forty-eight hours 
without great sloughing and with excellent 
results. Radium needles are applicable in 
cases of malignancy where tissue is to be 
conserved for vital or cosmetic reasons, 
and their great value has been proven in 
many cases. 

Radium needle treatment should be ad- 
ministered in a hospital under strictly ster- 
ile conditions and with a trained nurse in 
attendance. Every case is a rule unto itself, 
and no absolutely definite guide can be 
given as to the duration of the application 
or the amount of radium to be used. Gen- 
erally speaking, the needles placed in sar- 
comatous tissue 20 millimeters apart should 
be withdrawn in twelve hours. In the case 
of carcinoma the needles placed 25 milli- 
meters apart should be withdrawn in from 
eighteen to twenty-four hours. The treat- 
ment is repeated in six weeks if necessary, 
although one needle treatment is usually 
all that is required. The subsequent treat- 
ments may be given by capsule from the 
outside. 





Influence of Diet on the Energy Expen- 
diture in Work. 


In the Journal of the Royal Army Medi- 
cal Corps for February, 1921, Orr and 
KINLOCH, in summarizing their article on 
this subject, state that: 

1. The expenditure of energy per unit of 
work performed is influenced by the nature 
of the preceding meal. 

(a) Following a high protein meal the 
increase due to work is greater than in the 
preceding post-absorptive state. 

(b) Following a high carbohydrate meal 
the increase due to work is less than in the 
preceding post-absorptive state. 

(c) Following a high fat meal there 
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appears to be a summation of extra energy 
expenditure due to food and that due to 
work. 

2. It is suggested that the difference in 
the results obtained in these three cases is 
due to a difference in the mechanisms of 
stimulation involved in the increase of 
metabolism following the ingestion of pro- 
tein and of carbohydrate and fat. 





Treatment of Inoperable Uterine 
Cancer. 


The British Medical Journal of January 
29, 1921, in its Reports of Societies refers 
to a paper presented by Cole at a meeting 
of the Section of Obstetrics and Gynecology 
of the Royal Society of Medicine, held on 
January 6, which was based on a series of 
forty-three cases of inoperable uterine 
carcinoma treated by the cold cautery 
method of Percy. 

Cole states that he felt impelled to make 
known his experience of this method, as it 
had been the subject of considerable criti- 
cism in America. Owing to this adverse 
criticism the method had not been supported 
in England, and although other cautery 
methods had been employed, he was under 
the impression that his experience of this 
particular method was unique. He laid 
much stress on the value of unvarying 
assistance. 

The technique of the operation could be 
divided into (1) abdominal—the abdominal 
cavity being freely opened by subumbilical 
incision, and the internal iliac arteries, the 
ovarian vessels, and the round ligaments 
ligated; (2) vaginal—dilatation of the 
vagina being first effected by means of a 
flange and screw dilator, until the insertion 
of a water-cooled speculum could be made. 
This speculum had a surrounding water- 
jacket space, through which water circu- 
lated and so protected the vaginal wall from 
damage by the -heated cautery. Redundant 
growth was removed by a sharp curette, 
and the cautery then directed through the 
cervix into the uterine cavity. From this 
time onward the direction of movements of 
the cautery were controlled by the assistant, 
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either by verbal directions or by movements, 
his hand inside the abdomen grasping the 
fundus of the uterus. Two degrees of heat 
had been employed—a high or destructive 
degree and a low or cooking degree; the 
degree of heat had to be estimated by the 
abdominal assistant, and might be consid- 
ered by him sufficient when the heat 
transmitted through the tissues to his 
palpating hand was such as to be just 
bearable. When fundus and cervix had 
been treated, outlying areas in the bases of 
the broad ligaments were dealt with, par- 
ticular stress being laid upon the care 
necessary to avoid overheating when deal- 
ing with the anterior vaginal wall. Failure 
in this respect had led to the formation of 
a vesicovaginal fistula. It was freely 
admitted that this postoperative complica- 
tion was most distressing to the patient, and 
was, in fact. the chief drawback of the 
procedure. 

When the pelvic contents had been effi- 
ciently treated the preoperation rigidity had 
given place to a softness and mobility which 
were both unexpected and characteristic. 
Viewed from below the cervix presented a 
large funnel-shaped crater, the sides of 
which were quite firm, perfectly dry, and of 
a peculiar grayish-yellow color. When the 
cauterization had been completed the 
abdominal wall was sewn up in three layers 
bv the assistant. In 1914 ligation of vessels 
was not undertaken by Percy, but the 
ligature of the iliacs and other vessels to 
the uterus was carried out by him on 
account of severe secondary hemorrhage, 
which the first few cases clearly showed to 
be a grave danger. Danger to the ureters 
had been found to be negligible in ligatur- 
ing the internal iliacs, a greater risk being 
that of wounding the iliac vein as it lay 
behind the artery. 

Gauged by any standard of selection, the 
type of case dealt with in this series of 
forty-three was inoperable; the cases were 
recruited from inoperable cases so certified 
by practitioners, or admitted to the Cancer 
Hospital from the out-patient department, 
their condition being verified in every 
instance by the visiting staff. ‘The almost 
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constant presence of pyometra, as revealed 
at operation, was commented on, and the 
extraordinary immediate improvement in 


the appearance of the patients could best be ~ 


accounted for on the assumption that 
pyometra was the causative factor. The 
comparative rarity of demonstrable glan- 
dular invasion had been remarkable, and it 
was suggested that this freedom was not 
only apparent but real, for Leitch, in a 
series of 915 post-mortem examinations, 
had found that metastasis of any kind 
occurred in only 405, or 45 per cent. In 
other words, 55 per cent of cases which had 
run their course without surgical interven- 
tion had died as the result of effects 
determined by what had remained to the 
last a local lesion. Dilatation of the ureters 
—sometimes to an extreme degree—had 
been frequently noted; and, again, it was 
pointed out that Leitch in his series of 915 
cases had found the kidneys hydronephrotic 
and the ureters dilated in 75 per cent. 

As regards the progress of these cases, 
the abdominal wall had healed without 
suppuration in every case. Temperature 
and shock had been absent, and an immedi- 
ate improvement in the patient’s appearance 
had been consistently noted, yet several of 
the patients were over fifty, and one was 
aged sixty-eight. A foul discharge might 
commence on the third or fourth day and 
exist for a fortnight or so; this was best 
treated by the administration of a weak 
iodine douche. Patients had been kept in 
bed for three weeks, and had left the 
hospital at the end of a month. Vesico- 
vaginal fistula had resulted in seven cases; 
in those cases leakage might have dimin- 
ished somewhat, but healing had never 
taken place. This most uncomfortable com- 
plication was, however, a frequent result of 
the untreated disease, and it was urged that 
vesicovaginal fistula with freedom from 
malignant disease was, at any rate, prefer- 
able to a vesicovaginal or rectovaginal 
fistula with all the accompaniments of 
progressive and septic cancerous infiltra- 
tion. Cole expressed no desire to conceal 
the fact that failures had been frequent, 
but as the cases dealt with by him could not 


conceivably be made worse, any improve- 
ment was to the good. He exhibited three 
cases : 

(1) A young woman, aged thirty-five, 
upon whom operation had been performed 
nearly three years ago, and examination by 
members of the Section had failed to reveal 
the existence now of any demonstrable ma- 
lignant disease. (2) A woman, aged forty- 
five, operated on one year ago, was free 
from discharge and pain since the operation 
and was now enjoying good health. (3) A 
woman, now aged seventy-one, operated on 
three years and three months ago, had a 
vesicovaginal fistula, and although she 
found the fistula a source of great discom- 
fort, she was yet quite emphatic that life 
was worth living; she also was recorded as 
now being free from demonstrable malig- 
nant disease. 

It had been found latterly that the 
following up of these cases by the implan- 
tation of radium needles had given good 
results, and he was of opinion that this 
conjoint treatment by cautery and radium 
held out to these patients the best chance of 
palliation and temporary relief from dis- 
tressing discharges, together with a chance 
of a very materially increased term of 
useful life. 





The Treatment of Eclampsia. 


In the Ohio State Medical Journal for 
February, 1921, UpprcrarF states that R. 
McPherson, formerly an advocate of active 
treatment, but later impressed by the good 
result of the more conservative treatment, 
notably from the Rotunda Hospital, began 
about three years ago to employ the medical 
treatment. His method may be given as an 
example of the present trend to conserva- 
tism. Briefly it is as follows: ; 

Immediately on entrance the patient’s 
blood-pressure is taken, a catheterized 
specimen of urine secured, and the patient 
is put in a dark isolation room and as much 
quiet obtained as possible. She is then 
given a hypodermic of % grain of mor- 
phine sulphate; her stomach is washed out, 
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two ounces of castor oil being poured down 
the tube at the end of lavage, and a colonic 
irrigation of five gallons of 5-per-cent 
glucose solution given. If the blood- 
pressure is over 175 systolic, phlebotomy 
is done and sufficient blood is extracted to 
bring it down to 150. Phlebotomy is not 
done if the pressure is below 175; and if 
for any reason much blood is lost during 
delivery, the pressure may be so low as to 
endanger the patient’s life. The same ob- 
jection applies to large doses of veratrum 
viride antepartum. 

The patient is now kept quiet and 4 
grain of morphine given every hour until 
the respirations drop to eight per minute. 
At this time convulsions have usually 
ceased, the patient has fallen into labor and 
is usually delivered normally, or by an easy 
low forceps. Occasionally a little ether is 
necessary while waiting for the action of 
the morphine. In a series of 67 cases a 
corrected maternal mortality of 7.4 per cent 
and a fetal mortality of 28.5 per cent were 
obtained. 

Hydrostatic bags may be used to induce 
or shorten labor, as well as manual dilata- 
tion of a soft, already partially dilated 
cervix to permit of a medium or low 
forceps operation. 

Dr. Cragin recently presented compara- 
tive statistics of ten years’ work at the 
Sloane Maternity which show that the 
mortality in eclampsia of both mother and 
child has gone down about 50 per cent 
because patients were treated conserva- 
tively. 

For the unskilled practitioner the medical 
treatment surely offers the best promise of 
success. 

Broadhead emphasizes his belief that 
probably in a large percentage of cases 
abdominal section is unjustifiable. When 
the child is dead or not viable, the patient 
in active labor with the cervix dilated or 
easily dilatable, and she cannot have a 
well-equipped hospital and a competent 
surgeon, other procedures may not only be 
more advisable but absolutely indicated. 

But nevertheless, in a considerable num- 
ber of cases, Czsarian section is probably 
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the safest, easiest, and most satisfactory 
treatment. In a primipara with unshort- 
ened and undilated cervix, with proper help 
and surroundings, it would be the advisable 
treatment, and it must be remembered that 
eclampsia is about four times more common 
in primipare than in multipare. The 
contraindications are repeated vaginal 
examinations, more particularly where the 
bag of waters has been broken; and, of 
course, where unsuccessful attempts at 
delivery have been made, and where there 
is any infective process in the birth canal. 

E. P. Davis states that he has long since 
abandoned abdominal section for toxic 
patients suffering from convulsions, except 
when the patient is a vigorous primipara 
with unshortened and undilated cervix who 
has had few convulsions and does not 
respond to eliminative treatment. He feels, 
however, that there is a distinct field for 
elective section in the toxemia of preg- 
nancy. When hygienic measures fail in 
the later months of gestation, toxemia 
steadily increases, there is no sign of labor, 
and active treatment of the toxemia fails to 
check its progress, although the patient does 
not have any convulsions, prompt delivery 
by section is indicated. 

It is doubtful whether the intensity of 
the toxemia is an indication for Cesarian 
section except in primipare with the pros- 
pect of a long labor ahead. 

Decapsulation of the kidney has been 
mentioned, but is applicable in only one 
class of cases in which there is an anuria— 
it has a good functional result in about 80 
per cent of cases. 

Lumbar puncture has been done with 
apparent benefit, probably from reduction 
of intracranial pressure. 

Glyceryl trinitrate must be considered to 
reduce arterial pressure, and for its diuretic 
action. The cardiovascular system must be 
supported by stimulants. 

The author concludes : 

1. Since pregnancy is responsible for 
eclampsia, its termination by one method 
or another is indicated as soon as a convul- 
sion has occurred. 

2. Each case must be considered individ- 

















PROGRESS IN 


ually, and that method of delivery adopted 
which seems safest for that particular case. 

3. Difficult forceps operation, forcible 
dilatation of the cervix, incisions of the 
cervix, and vaginal Cesarian section have 
no place in the modern treatment of 
eclampsia at term. 

4. Multipare, in the absence of ob- 
structed labor, with their comparatively 
short period of prospective labor ahead of 
them, are good risks for the conservative 
treatment. 

5. Delivery by abdominal section is more 
particularly indicated in primipare with 
rigid, undilated cervix, living baby, intact 
bag of waters, and no infective process in 
the birth canal. 

6. Operations through the abdomen are 
attended with more risk than through the 
birth canal if done under unfavorable con- 
ditions ; hence a suitable environment and a 
capable operator and assistants are neces- 
sary. 

7. Ether is the only anesthetic to be used 
for any operation. Chloroform is contra- 
indicated because of added strain on the 
heart and because of the similarity of the 
pathology of chloroform poisoning to that 
of eclampsia. Nitrous oxide gas is said to 
increase blood-pressure. 





Thyroid Preparations. 


In the Medical Record of February 12, 
1921, STARR in commenting on this subject 
states that there is no remedy which is 
more generally useful in conditions of mal- 
nutrition, of anemia, of neurasthenia, of 
general feebleness, or after recovery from 
serious diseases which impair the vitality, 
than thyroid. In advancing years, at the 
menopause, and in old age it is known that 
the glandular activity diminishes, and 
experience has convinced him that a small 
amount of thyroid two or three times a day 
is of great service. He also believes it acts 
in a way to protect the system from the 
inroad of infectious diseases. It is to him 
very remarkable that his myxedematous 
patients have so uniformly escaped infec- 
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tious colds, catarrhal conditions, and the 
grippe during all these years. This also is 
true of patients who have exophthalmic 
goitre. 





The Action of Quinine on the Pregnant 
Uterus in Malaria. 


In the Lancet of January 29, 1921, 
AcTON states that the action of quinine in 
certain concentrations causes contraction of 
both the longitudinal and circular fibers of 
the uterus. The effect produced depends 
on the concentration of quinine present— 
weak concentrations 1:300,000 have no 
effect ; concentrations of 1:150,000 produce 
contractions under certain conditions; 
whilst a concentration of 1:44,000 produces 
a tonic spasm, which, if sustained, would 
cause asphyxia of the fetus from constric- 
tion of the placental sinuses. This concen- 
tration could only be attained if the patient 
was nearly poisoned by a large dose of 
quinine. The degree of concentration in 
the blood varies with the dose taken and 
on individual susceptibility depending on 
the rate of absorption. Cinchonism is cor- 
related with the concentration of quinine 
present in the blood and varies with differ- 
ent individuals, and is more frequently seen 
with weak and anemic persons. Concen- 
trations of 1:150,000, such as occur with 
large doses, increase the strength of the 
intermittent uterine contractions, and if 
some exciting cause was present—e.g., weak 
membranes or a patulous or dilated os—the 
pressure produced by the increased con- 
tractions might be sufficient to cause rupture 
of the membranes or dilatation of the os, 
and so bring on labor. 

His therapeutic recommendations are: 

1. The controlling of the fever by 
quinine or other cinchona alkaloids must be 
the first objective in the treatment of these 
cases. We know that high temperatures 
soon cause death of the fetus, and this 
factor is sufficient to induce premature 
labor. The mother’s temperature should be 
carefully watched and prevented from 
exceeding 103° F. by sponging, etc. 
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2. The avoidance of large doses of these 
alkaloids. As ‘soon as the diagnosis of 
malaria is made, which is an urgent matter 
in pregnancy, quinine or quinidine should 
be given at once as the case requires. It is 
better to divide the doses into 2%- or 
5-grain doses given every two or four 
hours; 20 grains a day is sufficient, and 
ample to control any attack of malarial 
fever. 

3.'The employment of general methods 
for the prevention of miscarriage, viz., 
complete rest in bed and the judicious use 
of opium in allaying any mental excitement. 
When the child is dead or the miscarriage 
inevitable, quinine should be given in 
ordinary doses and the case treated on 
general obstetrical lines. 





The Theory of Disturbed Reflexes in 
the Production of Symptoms 
of Disease. 


In the British Medical Journal of Janu- 
ary 29, 1921, Str JAMES MACKENZIE states 
that it has been shown that drugs act by 
causing a disturbance of reflexes. This way 
of looking at the action of drugs explains 
much that is obscure in pharmacology, as 
the following observation shows: 

For a long time it was recognized that 
digitalis acted in a remarkable manner in 
some cases of rapid pulse in reducing the 
rate, while it had no effect in other cases. 
It was never understood why there should 
be this difference. He found out about 
fifteen years ago that in the cases in which 
it had this slowing effect the heart was 
regulated by abnormal rhythms—mainly 
that abnormal rhythm due to the condition 
now recognized as auricular fibrillation. He 
has attempted many times to reduce the 
increased rate of the heart when the rhythm 
was normal, and invariably failed. He 
speculated for a long time as to the cause 
of this difference, but never understood it 
till the theory of disturbed reflexes made 
the matter plain. 

In infectious diseases—as pneumonia, 
measles, etc.—the balanced reflex that mod- 
erates the heart’s action is disturbed by the 
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toxins of the causal agent of disease, so 
that the rate of the whole heart is increased. 

In auricular fibrillation this reflex is not 
disturbed. When the rhythm is normal the 
ventricle contracts only to the stimulus that 
arises from an auricular systole. In 
auricular fibrillation there is no rhythmic 
contraction of the auricle, but a continuous 
fibrillary twitching of the muscle, so that in 
place of the regular stimulus from the 
contracting auricle there is a shower of 
weak stimuli which assail the conducting 
system between auricle and ventricle and 
cause the rapid ventricular rate. Not only 
is there this difference in the cause of the 
increased rate, but there is a difference in 
the condition of the cardiac reflex. In rapid 
pulse with the normal rhythm the reflex is 
disturbed by the toxins of the diseased state, 
so that the digitalis can produce no effect. 
In auricular fibrillation the reflex is unaf- 
fected, so that the digitalis can act upon 
the vagus portion, and in doing so depresses 
the conducting mechanism to the ventricle 
and renders it not so susceptible to the 
numerous stimuli from the auricle. 

In many diseases all the symptoms on 
which a diagnosis is based are reflex in 
origin—in some the reflexes are disturbed 
by the entrance of the stimulus through the 
nervous system, and in others the disturb- 
ance is through the circulation. To the 
former belong the symptoms of such 
diseases as gastric ulcer, renal calculus, 
gall-stone disease. The symptoms in infec- 
tions are due to the disturbance of the 
reflexes through the circulation, as influ- 
enza, malaria, typhoid and typhus fevers, 
measles, and abscess formation, apart from 
the swelling. 

In some diseases we get a mixture of both 
kinds of reflexes, as in appendicitis, where 
there is not only the local pain and 
tenderness of the tissues of the external 
body wall, with contraction of the muscles 
of the abdomen, but the feeling of exhaus- 
tion, rapid pulse, and tendency to vomit. 
In cholecystitis we get a similar complex. 

The need for the more accurate recogni- 
tion of symptoms is seen when it is 
considered how difficult it is to diagnose 








even such seemingly simple affections as 
gastric ulcer and appendicitis. Though 
surgeons have been operating for these 
complaints for many years, the most experi- 
enced recognize that in many cases they 
find they have been mistaken in their 
diagnosis. This is due in a great measure 
to the fact that the nature and mechanism 
of the symptoms of these diseases have 


never been understood, and the symptoms - 


were never clearly differentiated from those 
of other diseases which they resemble. 

It will thus be seen that symptomatology 
is like chemistry, where the combination of 
elements results in the production of a great 
number of compounds bewildering in their 
variety. Nevertheless, as in chemistry, 
when they are subjected to strict analysis 
they can be resolved into their component 
elements. When the analysis of symptoms 
is studied as fully as the analysis of 
chemical compounds has been studied, then 
it will be possible to group the disturbed 
reflexes in an orderly manner. The next 
step then will be to find out the agents 
capable of provoking the different reflexes, 
so that we get nearer to the immediate cause 
of disease. 

The employment of this method of inves- 
tigation is but a return to those methods 
of clinical research which were so fruitful 
in their results in the past, especially during 
the early half of the nineteenth century. To 
realize how great the progress was during 
that period we have to consider the discov- 
eries associated with the names of Addison, 
Bright, Graves, Adams, Stokes, Cheyne, 
Paget, Hodgkin, and Jenner. These observ- 
ers employed the most useful of all weapons 
in research—the trained senses. What we 
aim at is to recognize the methods which 
these great observers employed, and by 
improving and refining their methods 
restore clinical medicine to the van of 
research. 

A certain number of symptoms are due 
to structural changes and functional de- 
rangements. These are generally shown by 
physical signs, and are due to departures 
from the normal in various ways, as in 
alteration in the size and shape and 
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consistence of organs, changes in the color, 
as pallor, modification of the sounds of the 
heart and lungs. These are not dealt with 
here, but will have to be reconsidered in 
view of this theory of disturbed reflexes, 
because many apparently structural and 
functional signs are really disturbed 
reflexes, or are produced by disturbed 
reflexes. 





The Diagnosis and Treatment of 
Diphtheria. 


In the Virginia Medical Monthly for 
February, 1921, Harris states that his chief 
criticism of the way antitoxin is used is that 
it is given in too small initial doses with the 
idea of repeating if needed. Whenever he 
gives a dose of antitoxin he does it with the 
idea of not having to repeat it; he tries to 
give enough in the first dose. If the patient 
needs antitoxin the first dose should be big 
enough to do the work, and it should not be 
necessary to repeat it. If it is going to take 
10,000 units of antitoxin to counteract the 
toxin in the patient, why give 5000 to-day 
and 5000 to-morrow or the next day? The 
10,000 at once will do the work much better. 

Of course, each individual case has to be 
treated upon its own merits, but his rule is 
never to give less than 5000 units in any 
simple tonsillar case, if seen reasonably 
early, and if seen after the third day he 
uses 10,000 units or more according to the 
severity of the case, it matters not how 
young the child is. The dose seldom has to 
be repeated. Many of the text-books tell 
us to repeat the dose in eight or twelve 
hours if no improvement is noted or if the 
temperature does not come down. As a 
matter of fact, there is usually a reactionary 
temperature from the administration of 
antitoxin, and in six to ten hours the tem- 
perature may be elevated 2 or 3 degrees. 
The beneficial effects from antitoxin are not 
seen in his experience until from twenty- 
four to thirty-six hours. He does not worry 
if the child is no better in twenty-four 
hours, for he knows from experience that 
if the child has been given sufficient anti- 
toxin, it will do the work within another 
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twelve to twenty-four hours. He has never 
seen any special benefit from the excessively 
large doses of antitoxin that are sometimes 
given. Ten to twenty thousand units ought 
to be enough for any tonsillar case. 

As to the treatment of laryngeal cases, 
this is the place a physician has to act 
promptly and do the right thing at the right 
time, if he expects to save his patient. Jt 
is no time to speculate or theorize as to 
what this persistent croup or hoarseness 
might be. Do not wait for the report of a 
culture. If the child does not improve 
promptly under emetics, inhalations, and 
sedatives, give antitoxin at once and give a 
large dose, at least 10,000 units in the 
mildest cases, and if the symptoms are at 
all urgent give from 15 to 25 thousand. If 
one has acted promptly and if the case is 
seen reasonably early it will seldom be 
necessary to repeat the dose of antitoxin. 

If laryngeal diphtheria is properly treated, 
there should very seldom be any necessity 
for intubation. Most of the cases that 
come to intubation have been neglected in 
some way by somebody. This neglect is of 
three kinds: First, the parents may have 
neglected to call the physician early enough ; 
second, the physician has neglected to make 
a diagnosis promptly, or third, has neglected 
giving antitoxin in large enough initial 
doses. 





The Internal Pancreatic Function in 
Relation to Body Mass and 
Metabolism. 


In the American Journal of the Medical 
Sciences for February, 1921, ALLEN and 
WIsHART state that the influence of exer- 
cise on carbohydrate assimilation was 
traced from the normal through various 
stages of impairment. A rise of plasma 
sugar, presumably representing increased 
transportation, ordinarily accompanies exer- 
cise in the normal animal, and_ the 
assimilation for test doses of glucose is 
increased. In mild diabetes, when there is 
a tendency to abnormal hyperglycemia from 
defective assimilation of carbohydrate, 
exercise markedly diminishes the hyper- 
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glycemia and glycosuria and facilitates 
utilization. This power of exercise to 
improve assimilation applies to the glucose 
formed from protein diets or body stores as 
well as from preformed carbohydrate. It 
does not depend upon the febrile tempera- 
tures which attend heavy exercise in dogs, 
for equal results were obtained in human 
patients without important elevations of 


- temperature. It is not lost with long usage, 


but becomes less as the diabetes becomes 
more severe. At a certain advanced stage 
exercise is unable to modify hyperglycemia 
or glycosuria. Beyond this, in the extreme 
forms of diabetes in partially depancreatized 
animals and in totally depancreatized ani- 
mals, the extra mobilization of sugar by 
exercise results in an actual increase of 
glycosuria and of the D:N ratio. 

With regard to diabetic theory, these 
results seem to indicate: (a) That the 
increased metabolism of exercise does not 
impose an added strain upon the internal 
pancreatic function; (b) that the combus- 
tion of food materials through the increased 
muscular metabolism and mass resulting 
from exercise is a definite relief to the 
internal pancreatic function as compared 
with the accumulation of such materials 
through inactivity; (c) that the internal 
pancreatic secretion is nevertheless an 
indispensable intermediary in such combus- 
tion, and that exercise merely enables the 
muscles to make more active use of such 
quantity of this secretion as is available to 
them, but cannot compensate when this 
quantity falls below the necessary minimum. 

For purposes of practical treatment the 
combustion of food by exercise is preferable 
to its deposit in the body, but exercise 
cannot replace dietary restriction or per- 
manently atone for excessive diets. The 
fundamental value of exercise is probably 
as a form of undernutrition. The combus- 
tion of calories by exercise, however, is not 
as beneficial as omitting them from the diet, 
and loses its potency at a stage when 
dietetic undernutrition is still effective. 
Impairment of sugar utilization by exercise 
occurs only in the extreme stages of 
diabetes, but in human patients the nervous 
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and systemic influences must also be con- 
sidered. With any important degree of 
undernutrition heavy exercise involves un- 
desirable fatigue and strain, but light 
exercise aids health. Rest is necessary in 
the severest cases. In the clinical applica- 
tion, therefore, dependence for the actual 
control of the diabetes is placed upon diet, 
and exercise is limited to the requirements 
of comfort and hygiene. The thorough 
dietetic treatment thus involves two 
changes from former practice; on the one 
hand heavy exercise as advocated by the 
earlier clinicians for burning up surplus 
sugar is discouraged ; on the other hand the 
hygienic benefits of lighter exercise are 
made available to many patients to whom 
exercise was formerly forbidden. 





Morphine in Labor. 


The British Medical Journal of January 
29, 1921, in its Reports of Societies refers 
to a communication on this subject made 
by Mcllroy at a meeting of the Section of 
Obstetrics and Gynecology of the Royal 
Society of Medicine, held on January 6. 
The communication was based upon the 
results of the administration of morphine in 
obstetrical cases occurring in the officers’ 
wives’ section of the 82d General Hospital 
at Constantinople. A large number of 
civilian patients were also admitted for 
treatment, including Turkish, Greek, and 
Russian women. The majority of the pa- 
tients were primipare, and the cases were 
not selected, but morphine was given in 
complicated cases, such as malpresentation 
and albuminuria. No vaginal examinations 


were made, except in cases in which com- ° 


plications were suspected. No douching 
of the vagina was carried out. Morphine 
was given in the form of tablets of mor- 
phine sulphate hypodermically in the upper 
arm. The initial dose was 1/6 grain, and 
repeated doses of from 1/6 to 1/4 grain 
were given at varying intervals throughout 
labor, according to the condition of each 
patient and her capacity for bearing pain. 
There was no excitement observed nor 
mental confusion; the patients slept at in- 
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tervals and awakened refreshed. The 
uterine contractions only showed apparent 
or temporary diminution, and the progress 
of the labor was found to be hurried rather 
than delayed. 

After some experience of the effect of 
the drug, it was given, not with the primary 
object of allaying pain, but of shortening 
labor. Thirst was increased, restlessness 
was diminished, the third stage was un- 
affected, and no risks were apparent with 
regard to the child. No postpartum hem- 
orrhage was observed; less fatigue and 
absence of shock caused a favorable con- 
valescence after labor. The constant at- 
tendance of the medical practitioner was 
not required, as in the administration of 
scopolamine-morphine. The results were 
satisfactory and gave this drug a useful 
place in the management of labor. 

Williamson, in discussing MclIlroy’s 
paper, did not agree with him as to the 
absence of effect on the child; in his ex- 
perience, if the drug were given within two 
or three hours before the birth of the child, 
the latter was born in the condition known 
as oligopnea. If left alone, the child gen- 
erally came round all right. 

Spencer said that in his opinion and in 
the opinion of many obstetricians before 
his time, opium, in solid or liquid form, 
was a much better sedative in labor than 
morphine. He felt sure that morphine 
endangered the child’s life when given re- 
peatedly up to shortly before its birth. It 
could not be too strongly insisted upon that 
the repeated administration of powerful 
drugs as a routine measure was neither 
necessary nor advisable in ordinary healthy 
women. 

Routh asked how the shortening of the 
first stage was caused. Was it by the lessen- 
ing of the rigidity of the cervical muscle 
as after chloral? Apparently in the second 
stage there was some muscular relaxation 
of the pelvic voluntary muscles, and some 
lessening of the abdominal reflex con- 
tractions, but further observations were 
essential. 

Lapthorn-Smith said that in all cases of 
primipare it was his practice to prescribe a 
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mixture with 30 grains of sodium bromide 
and %4 grain of morphine to the dose, to 
be given as soon as labor began and re- 
peated four-hourly. Nurses had called his 
attention to the excellent condition of pa- 
tients after labor in these cases. He re- 
peated the morphine by hypodermic injec- 
tion when required. 





Administration of Carbon Dioxide After 
Anesthesia and Operation. 


In the Journal of the American Medical 
Association of February 12, 1921, Rer- 
MANN, Boom and REIMANN state that the 
history of patients who received carbon 
dioxide after anesthesia with respect to 
nausea, vomiting, and gas pains was care- 
fully kept. Their judgment is, and the 
opinion of the deaconesses in charge of 
the wards is—and the latter is valuable, 
in that it represents the experience of many 
years in the handling of operative patients 
in active wards—that the administration of 
carbon dioxide does not materially hasten 
the recovery from the anesthetic, and does 
very little toward preventing vomiting and 
gas pains. They are convinced that noth- 
ing short of mathematical methods will 
discover the differences, if any. It is ob- 
vious therefore that the benefits in these 
directions from the use of carbon dioxide 
are not clear. 





Hyoscines and Hyoscyamines. 


In the Journal of Pharmacology and Ex- 
perimental Therapeutics of February, 1921, 
CusHNy, in summarizing his paper, states: 

1. Two hyoscines, each of them racem- 
ized in the oscine component, but opposed 
in the direction of rotation of the tropyl 
radicle, were examined, and it was found 
that the levorotary hyoscine is fifteen to 
eighteen times as powerful as the dextro- 
rotary in action on the terminations of the 
nerves in the salivary glands and in other 
“specific” atropine effects. 

2. D-hyoscine and d-hyoscyamine are 
more slowly destroyed in the tissues than 
I-hyoscine and |-hyoscyamine. 
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3. The action of the hyoscines on the 
nerve ends in striated muscle, on unstriated 
muscle, and on the central nervous system 
is identical. 

4. Similar results were obtained in com- 
paring the two hyoscyamines, except that 
d-hyoscyamine possesses a late stimulant 
effect on the spinal cord, which may be 
ascribed to the presence of some decom- 
position product rather than to the alkaloid 
itself. 

5. It is suggested that the “specific” 
effects of the atropine group arise from the 
physical properties of some chemical com- 
pound formed with an optically active sub- 
stance in the tissues, while the less specific 
effects may be explained by the properties 
of the uncombined alkaloid. 





A Case of Delayed Arsenical Poisoning. 


In the British Medical Journal of Feb- 
ruary 5, 1921, St. GrorcE states that the 
length of time (three months) which 
elapsed from the taking of arsenic to the 
fatal result, the large quantity taken, and 
the nature of the symptoms in the slow 
poisoning of the. nerve tissues, all make 
the case which he reports of interest from 
a medicolegal point of view, though the 
taking of the drug was purely accidental, 
and not the slightest suspicion of attempted 
suicide ever arose. 

Mr. X., aged sixty-eight, proprietor of 
a grocery establishment, who carried on 
also an extensive pharmacy, had been under 
his care for some time, suffering from en- 
feebled action of the heart, but not suffi- 
cient to prevent him from following his 
usual business. At 8 p.m. on February 23, 
1920, he took by mistake for a preparation 
of magnesia, which he was in the habit of 
taking for indigestion, a heaped teaspoon- 
ful of arsenic mixed with hot milk; the 
quantity when weighed equaled 180 grains. 
Half an hour later he ate a hearty supper 
of porridge and milk. At midnight he 
began to vomit, had diarrhea, and com- 
plained of a burning sensation in his stom- 
ach. The diarrhea and straining continued 
with increased violence until 3 a.m. When 
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St. George arrived at 4 a.M., he found the 
patient cold, with thready, rapid pulse. He 
was vomiting, and had watery diarrhea 
with great tenesmus. Water was at once 
rejected; the temperature was subnormal, 
and the pulse 120. He complained most 
of cramps in his legs and intestines, and a 
burning feeling in the pit of the stomach, 
with vomiting and diarrhea every few min- 
utes. He was quite conscious, and wrote 
an account of how the accident occurred. 

St. George decided, with a fellow prac- 
titioner who had arrived also, that it would 
be useless to wash out the stomach immedi- 
ately, but to relieve pain and restrain the 
diarrhea and tenesmus they gave him an 
enema of a drachm of tincture of opium 
and of starch. This relieved those symp- 
toms and the cramps in the legs. He was 
given albumen water by the mouth during 
the rest of the night, and then milk and 
barley water. There was only one motion 
of the bowels, and this not until late in the 
evening. When next seen, about 10 a.m., 
the temperature was normal, and the pulse 
100. He was very restless, and complained 
of fidgets in the legs, but no cramps. The 
conjunctive of both eyes were slightly 
congested. No urine was secreted; a rub- 
ber catheter was passed, but no urine was 
found in the bladder. Diuretics were or- 
dered, with mustard and linseed poultices 
to the loins in order to encourage the action 
of the kidneys and assist in the elimination 
of the poison. Magnesium sulphate was 
also given freely. This had the desired 
effect, and urine was freely passed. The 
patient was now able to be up and about, 
and soon was walking in his ‘garden; even- 
tually he even walked to his (St. George’s) 
house. 

The first untoward symptom that showed 
itself was a feeling of pain in both arms and 
forearms which he compared to neuralgia, 
for which he was given phenacetine and 
aspirin, with massage. This increased to 
a feeling of numbness in the parts supplied 
by the radial nerves of both hands, so that 
he was unable to hold a cup or spoon firmly, 
but he was still able to walk. It was sug- 
gested, in addition to the potassium iodide 
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which he was now taking, and the massage, 
that he should have a continuous current 
applied, and for this reason he was removed 
to a nursing home on April 30. He was 
then able to walk, but said his feet felt as 
if he were walking on wool. Very soon 
after he was brought there he was found 
to be ataxic in his gait; he was unable to 
stand upright if his eyes were closed, or to 
make an attempt to walk if his eyes were 
closed without falling. The knee-jerks 
gradually became lost and ankle clonus 
appeared. He became slowly but steadily 
worse, hypostatic pneumonia developed, 
and death took place on June 13 by slowly 
ascending paralysis. Up to the end arsenic 
could be found in the urine. 





Massive Infection of a Vaccinated Per- 
son with Bacillus Typhosus. 


GRANT, in the Journal of the American 
Medical Association of February 19, 1921, 
reports that a person giving no history of 
ever having had typhoid fever, but having 
been vaccinated with triple typhoid vac- 
cine, received a massive dose of living B. 
typhosus. Four days later he had a head- 
ache and feeling of malaise, and on the 
eighth day headache and weakness. No 
further symptoms ever developed. On the 
twelfth day after infection, B. typhosus 
was present in his stools, but by the fif- 
teenth day they had disappeared and have 
not been found since that time. 

This case is interesting since it demon- 
strates that, in certain cases at least, ty- 
phoid vaccination will protect against 
even massive infection. The dose was 
enormous and must have been many thous- 
and times the usual infecting dose. That 
the man was actually infected was proved 
by the recovery of the typhoid bacillus 
from his stools. But it could not be found 
in his blood, and at no time did he have 
fever. He has remained well for seventy- 
five days. No similar case is known to be 
on record. 

[This is an interesting illustration of the 
great power of typhoid vaccine as a pre- 
ventive measure.—Ep. | 
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Response to Pilocarpine and Adrenalin 
in Bronchial Asthma. 


In the Archives of Internal Medicine for 
February, 1921, ALEXANDER and Pappock 
state their conclusions in regard to this 
subject as follows: 

1. In a series of twenty cases of bron- 
chial asthma, a general examination with 
routine laboratory aids and drug tests re- 
vealed no constant associated condition. 

2. The most frequent finding was ab- 
normally increased sensitiveness to - pilo- 
carpine. These cases frequently presented 
constitutional defects (status lymphaticus) 
and abnormal reactions described as char- 
acteristic of the condition called vagotonia. 

3. The majority of cases reacted also to 
adrenalin with an abnormal rise in blood- 
pressure and other characteristic signs— 
pallor, tremor, sometimes rigor—denoting 
increased sensitiveness to this drug. 

4. A relation between low blood-pressure 
and excessive adrenalin reaction was ap- 
parent, while the smaller number of cases 
with normal or high blood-pressure gave 
regularly normal reactions. 

5. Cases reacting excessively to adrena- 
lin were found to be relieved by 0.25 Cc., a 
much smaller dose of the drug than is 
usually employed. 





The Induction of Abortion. 


In the Lancet of February 5, 1921, 
PHILLIPs states that in spite of antiseptics 
and modern improvements the induction of 
abortion must be considered as an operation 
attended by definite danger. The chief risks 
are septicemia, sapremia, septic peritonitis, 
deep laceration of the cervix, followed by 
para- or perimetritis, perforation of the 
uterine wall, thrombosis, and embolus 
(blood or air), and the operation may often 
be followed by a long period of ill-health 
but without any definite symptoms. The 
procedure differs somewhat according to 
the period of pregnancy at which it is per- 
formed, either before the twelfth week 
(embryonic abortion) or from the twelfth 
to the twenty-eighth week (fetal abortion). 

There is no doubt that every precaution 
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must be used in the operation, and the 
former common custom of producing abor- 
tion by the introduction of a uterine sound, 
or by injecting tincture of iodine or other 
fluids, is attended with the greatest risks 
and cannot be sufficiently condemned. 

In early cases, Phillips claims the patient 
should be placed in the lithotomy position, 
the cervix pulled down with a volsellum, 
and, according to the operator’s choice, one 
or more laminaria tents inserted into the 
cervix or rapid dilatation of the cervix 
carried out with graduated bougies. A pair 
of polypus or ovum forceps should then be 
introduced into the uterine cavity, and the 
whole mass can then usually be removed in 
one piece. On examination of the removed 
abortion, should there be any suspicion of a 
portion of the ovum being left behind, it is 
better to pass the finger right into the uterus 
up to the fundus, to be quite sure that the 
cavity is empty and that no second ovum is 
present. The operation may be completed 
by washing out the uterine cavity with tinc- 
ture of iodine, one teaspoonful to the pint. 
or swabbing it out with iodized phenol. He 
does not think, however, that either of these 
is absolutely necessary. Packing the uterine 
cavity with sterilized gauze was formerly 
much in vogue, but is, he thinks, undesir- 
able. Its object was to produce uterine 
contraction, but this is better brought about 
by the injection of pituitary extract or ergot 
at the end of the operation. Any one who 
has smelt the gauze removed from a uterine 
cavity, even twenty-four hours after the 
operation, will have been struck by the often 
offensive odor which emanates from it. 

The question of performing curettage is 
one on which there is much diversity of 
opinion. Personally, unless there is some 
molar change in the ovum, he does not think 
it should be carried out as routine practice. 

In the more advanced cases he thinks 
laminaria tents are usually preferable to 
rapid dilatation, and after removal of the 
tent and sufficient dilatation of the cervix, 
he inserts a specially made small de Ribes 
bag, which not only insures the initiation of 
labor pains, but in cases of placenta previa 
safeguards the patient from the results of 
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hemorrhage. As an argument in favor of 
this method he knows of no more difficult 
vaginal operation than the removal of a 
16 to 20 weeks’ pregnancy by means of 
ovum forceps after rapid dilatation. The 
fetus has by then attained to considerable 
size, but is still soft in consistence, with a 
much-enlarged head attached to the body by 
an easily torn-through neck, and in deliver- 
ing the fetus the head may be left behind; 
this will often defy removal owing to the 
difficulty of seizing it with any form of 
forceps at present devised. Much manipu- 
lation is mecessary in these cases, and 
bruising and skin-sloughing may result and 
some form of sepsis ensue. 





Cause and Relief of Pain in Gastric 
Ulcer. 


Poutton, in the Lancet of February 5, 
1921, concludes that an important element 
in the pain of gastric ulcer is due to dis- 
tention of the stomach, and can be re- 
lieved by means of gastric and gastroduo- 
denal tubes. Also that some evidence has 
been brought forward that chronic gastric 
ulcer is due to intragastric pressure. 





Studies on Renal Threshold for Glucose. 


In the Archives of Internal Medicine for 
February, 1921, Goro and Kuno state that 
in order to investigate the renal threshold 
for glucose in Japanese, glucose tests were 
made on fifty-five adults. 

1, In the normal adults the sugar in the 
blood the morning after the over night fast 
was between 0.066 and 0.166 per cent, in 
the majority of cases being from 0.08 to 
0.11 per cent, with an average of 0.092 per 
cent. 

2. The sugar in the blood nearly always 
increased after the ingestion of 100 gm. 
glucose. Thirty-three of the fifty-three per- 
sons excreted sugar, although the quantity 
was very small, between 0.025 and 
0.795 gm. 

3. Persons who did not excrete sugar 
averaged 0.089 per cent sugar in the blood 
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the morning after the over night fast. The 
majority showed between 0.08 and 0.09 per 
cent sugar. The highest percentage of ali- 
mentary hyperglycemia after the ingestion 
of 100 gm. glucose was between 0.114 and 
0.185 per cent, the majority excreting 
between 0.11 and 0.16 per cent, with an 
average of 0.142 per cent. 

4. Persons who excreted sugar averaged 
0.093 per cent sugar in the blood in the 
morning after the over night fast. The 
majority excreted between 0.08 and 0.11 
per cent. The highest percentage of ali- 
mentary hyperglycemia after ingesting 100 
gm. glucose was between 0.128 and 0.196 
per cent, the majority excreting between 
0.14 and 0.19 per cent, the average being 
0.160 per cent. 

5. No matter whether sugar is excreted 
in the urine or not, the alimentary hyper- 
glycemia reaches the maximum between 
forty and sixty minutes after the test and 
becomes normal within three hours. 

6. Five persons who excreted sugar 
showed an abnormal hyperglycemia. The 
increase of sugar in the blood was quite 
high, 0.2 per cent, and the excretion of 
sugar in the urine was greater than in the 
other cases. Some of them showed a 
hyperglycemia of longer duration. How- 
ever, these five individuals had neither 
hyperglycemia in the morning nor any 
diabetic symptoms. 

7. Eight of the fourteen subjects who 
excreted sugar after the glucose test had a 
lowered threshold for glucose as follows: 
0.122 to 0.129 per cent, 0.120 per cent, 0.122 
per cent, 0.123 to 0.135 per cent, 0.139 per 
cent, 0.142 to 0.160 per cent, 0.146 per cent, 
and 0.160 per cent. 

8. The renal function of those individuals 
whose renal threshold for glucose was 
lowered was normal for the excretion of 
water, urea, and chlorides. 

9. Glycosuria appears sometimes even in 
normal persons owing to the lowered 
threshold for glucose, without any disturb- 
ance of carbohydrate metabolism. There- 
fore we must pay careful attention to the 
differentiation of so-called mild diabetes 
and renal glycosuria. 
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Bile Salts in Infantile Marasmus. 


Kersy in the Lancet of February 5, 1921, 
states that his report is based on observa- 
tions carried out at the Evelina Hospital! in 
1918 on four marasmic infants. Publica- 
tion of results has been delayed until now 
on account of the limited number of cases 
hitherto investigated and the paucity of 
laboratory evidence corroborating clinical 
observations. However, Miller’s recent 
article on “Coeliac Infantilism: Its Fat 
Digestion and Treatment by Bile Salts,” 
and Armstrong’s letter in the Lancet, 1920, 
ii, 1023, have encouraged the present publi- 
cation, especially as the literature is pecu- 
liarly deficient in papers dealing with the 
clinical aspect of bile-salt therapeutics. On 
the other hand, there are a number of very 
interesting pathological investigations that 
have a bearing on the rationale underlying 
the treatment to be described. 

While it appears unprofitable at this 
juncture to discuss the particular theories 
involved, it may be stated that increased fat 
assimilation is thought to be only one of 
several therapeutic effects of bile salts. It 
is further suggested that cases of marasmus 
most likely to respond to the treatment are 
those following acute intestinal infections 
and chronic disorders of the type of Finkel- 
stein’s “balance disturbance,” described by 
Cameron as “cow’s-milk atrophy.” 

All patients reported in his present series 
belong to the large group of infants showing 
evidence of marasmus without other physi- 
cal signs. In Case 2 the presence of 
congenital syphilis was suspected, but could 
not be established. Cases 1 and 3 had a 
history of wasting of long duration, which 
in the latter case followed on an attack of 
infective enteritis. In no case was there 
any evidence of celiac disease or any 
macroscopic indication of fat excess in the 
feces. While normal as a rule, the stools 


were occasionally bile-stained and unduly 
frequent. 

The average dose administered in the 
course of this investigation consisted of 
\ grain of the mixed sodium glycocholate 
and taurocholate for infants three months 
old. No attempt was made to investigate 
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the differential action of the two acids. The 
patient’s diet was kept as uniform as pos- 
sible ; it consisted of pasteurized cow’s milk 
suitably diluted. 





Cardiac Massage in Resuscitation. 


In the British Medical Journal of Febru- 
ary 5, 1921, Dorr, in referring to an article 
on this same subject by Gunn in the same 
journal of January 1, 1921, records a case 
which supplements his experimental findings 
by some clinical observations. 

An adult female suffered from carious 
teeth. General anesthesia was induced with 
ethyl chloride, and three teeth were ex- 
tracted without difficulty. Cessation of 
respiration and sudden pallor immediately 
ensued. Ether was injected subcutaneously 
and artificial respiration begun. As _ the 
pallor increased, the heart was auscultated 
and found to have stopped. Artificial 
respiration was persisted in for about three 
minutes from the time of cessation of 
respiration in the hope that the cardiac 
inhibition would prove a temporary one, but 
it was of no avail. The abdomen was then 
opened, and cardiac massage begun. With 
the other hand artificial respiration was 
maintained by simple compression of the 
chest. Pituitrin 1 Cc. was given subcu- 
taneously. Color almost immediately 
returned to the face, showing the efficacy 
of the artificial circulation. After about 
five minutes’ massage, feeble spontaneous 
heart-beats were felt, and were supple- 
mented at intervals by massage. About two 
minutes later several deep spontaneous 
respirations were made in rapid succession. 
This was at once followed by arrest of the 
heart, and respiration also stopped again. 
Cardiac massage and artificial respiration 
were persisted in for forty-five minutes, 
during which time deep inspirations were 
made at intervals of about ten seconds—as 
in morphine poisoning. At first deep, they 
became shallower and more infrequent, and 
eventually ceased. 

This case is of interest in the light of the 
theory which Gunn has advanced. Gunn 
suggests that certain cases of failure in 
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resuscitation by cardiac massage and arti- 
ficial respiration are due to vagus inhibition. 
In such a case the heart has commenced 
again to beat well, after massage; the 
paralyzed central nervous system, including 
the respiratory and vagus centers, begins to 
recover; spontaneous respiration begins; 
then the vagus center awakens, hyperexcit- 
able after its paralysis, and cardiac inhibi- 
tion results. From cardiac arrest due to 
this cause Gunn states that he has been 
unable to resuscitate animals. 


In the case described this sequence of 
events is closely followed. The heart was 
initially arrested by vagus inhibition, due 
to stimulation of the fifth cranial nerve. 
Cardiac massage and artificial respiration 
revived the brain. Spontaneous respirations 
began, immediately followed by cardiac 
arrest, presumably due to inhibition by the 
recovering vagus center. If, as Gunn recom- 
mends, atropine had been administered 
intravenously, Dott thinks it probable that 
this patient would have recovered. 





Surgical and Genito-Urinary Therapeutics 


A Study of the Acute Infections of the 
Ear as Observed by the General 


Practitioner. 


KEELER (Journal of the Medical Society 
of New Jersey, February, 1921) considers 
the ear as anatomically divided into three 
parts—.e., the external, the middle, and the 
internal ear. 

The external ear consists of the auricle, 
the external auditory canal, and the ear- 
drum, which serves as the dividing line be- 
tween the middle and the external ear. 

The middle ear, or the tympanum, is a 
recess in the temporal bone. This recess 
extends into a large cavity in the base of 
the petrous portion of the bone and is filled 
with many cells; it is known as the mastoid. 
The tympanum is also connected with the 
pharynx by the Eustachian tube. 

The internal ear, known as the labyrinth, 
has two separate and distinct functions, the 
acoustic and the static. Physiologically, the 
ear is divided into the conductive apparatus 
and the receptive mechanism. 

It is of primary importance to determine 
which structures are involved; to know 
whether the lesion is in the conductive ap- 
paratus or in the receptive mechanism. If 
the lesion be in the former, or the con- 
ductive portion, the position of the obstruc- 
tion must next be located. To do this 
it is most essential that the physician be 
equipped with a good light, either direct 


or reflected. By practice he will be able 
to illuminate the external auditory canal 
quite skilfully, and to determine whether 
the inflammation exists in the auditory 
canal or within the middle ear. 

If the meatus or the cartilaginous por- 
tion of the canal appears swollen, or if the 
patient be suffering severe pain, or has a 
sense of fulness within the ear, accom- 
panied usually by a high-pitched tinnitus 
with impairment of hearing in the affected 
ear, or if he be very sensitive to palpation 
or to the manipulation of the auricle, it is 
more than probable that this is a case of 
acute circumscribed otitis externa; in plain 
speech, a boil. This infection may appear 
as a single focus, or it may be multiple; 
but invariably it is the result of staphylo- 
coccus infection. 

If the posterior wall of the canal be in- 
volved, edematous swelling may appear 
over the mastoid region and is often mis- 
taken for an acute mastoiditis. But there 
is this differentiation: in the case of mas- 
toiditis, swelling within the auditory canal 
appears in the osseous rather than in the 
cartilaginous part. The swelling of the 
tissues over the mastoid is due to a necrotic 
erosion through the mastoid cortex and to 
an extravasation of pus under the peri- 
osteum. The auricle is less painful to 
manipulation, and usually there is history 
of earache with a purulent discharge from 
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the auditory canal which may or may not 
have ceased. There is usually some eleva- 
tion of temperature; and finally, a roent- 
genogram would determine whether a ne- 
crotic disintegration of the mastoid cells is 
in progress. 

Involvement of the anterior wall of the 
canal has frequently been misjudged for in- 
flammation of the parotid gland—“mumps.” 
Owing to the proximity of the condyloid 
joint, mastication is extremely painful or 
almost impossible, and this condition is to 
be regarded as helpful in diagnosis. 

The best methods of treament of this 
infection consist of incision (preferably 
under gas anesthesia), disinfection, and 
drainage. Gauze tampons impregnated 
with camphor and phenol should be intro- 
duced into the canal. There should be ap- 
plications of hot antiseptic fomentations, 
because “moist heat favors local necrosis 
and hastens the reparative process.” Rest 
in bed should be secured, and the pain 
alleviated by the administration of a nar- 
cotic. The diet should be concentrated 
liquids. 

A diffused otitis externa or an otomy- 
cosis is caused by a fungus, the aspergillus, 
and is characterized by the sickening sweet 
odor of a yellowish or dark-brown secre- 
tion within the auditory canal. The best 
results are obtained by frequent irrigation 
of a strong alkaline solution, and by a direct 
application of a 20-per-cent solution of 
silver nitrate, which should be applied once 
daily until fungi are destroyed. 

Foreign bodies within the auditory canal 
are not properly classified as acute infec- 
tions. Of the animates, an insect is likely 
to be the one most frequently found em- 
bedded in the tissues of the canal. In such 
instances the life of the intruder must be 
destroyed before any attempted removal is 
made. Drowning is one of the best meth- 
ods, and is accomplished by having the 
patient lay his head on the side opposite 
the one involved. Then fill the auditory 
canal with water, or better some mild anti- 
septic solution; or use a few drops of 
alcohol. 

Inanimate objects influenced by heat and 
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moisture, consequently swelling, may be 
readily shrunk by dropping into the audi- 
tory canal alcohol sufficient to shrink both 
the tissues and the foreign body. Irriga- 
tion with a good syringe should follow. 

Infections of the tympanum not relieved 
in the early stages lead to serious and per- 
manent complications in the conductive 
apparatus, and not infrequently in the re- 
ceptive mechanism. The infection may be 
acute or chronic catarrhal; acute or chronic 
suppurative; but in all cases the etiology 
is very similar. The engorgement of the 
mucosa within the tympanum and_ the 
closing of the Eustachian tube prevent the 
escape of the rapidly forming exudate, 
which soon becomes infected, if it is not 
so at the onset. This is especially true if it 
be associated with any of the acute in- 
fectious or exanthematous diseases, such as 
influenza, pneumonia, measles, or scarlet 
fever. Other predisposing causes are 
adenoids, decayed teeth, and acute and 
chronic diseases of the tonsils and sinuses; 
deformities and neoplasms producing ve- 
nous stasis, which interfere with free nasal 
respiration. and render those so affected 
more susceptible to climatic changes. 
Marasmus in children, tuberculosis, syph- 
ilis, acute interstitial nephritis and diabetes 
are also predisposing elements of chronicity 
in middle-ear infections. 

The ear-drum may be likened to the 
safety-valve on a steam boiler, with this 
difference: when the pressure within the 
boiler reaches a certain degree an automatic 
device reduces the pressure and the im- 
pending danger is averted. But in the ear 
there is no such device. The Eustachian 
tube is sealed. There is no escape through 
that channel for the accumulated infected 
serum or pus held within the middle ear, 
and an explosion, the spontaneous rupture 
of the ear-drum, occurs. The edges of the 
ruptured drum are irregular necrotic lacer- 
ations. ; 

If nature should eventually repair the 
drum, there remains an area of cicatricial 
tissue with marked retraction and an im- 
pairment of hearing. In the meantime, 
owing to the contiguity of the structure, the 




















infected serum continues to extend into the 
upper portion of the tympanum, where it 
is very likely to become purulent because 
of the greatly increased quantity of cellular 
structure. Finally, the overflow passes inta 
the mastoid, whose numerous cells serve 
as a reservoir. Local necrosis of the bone, 
accompanied by severe mastoid involve- 
ment, has very probably taken place; or 
there may have developed a chronic sup- 
purative process with polypoid degeneration 
and all its attending perils. 

So in middle-ear infection the course to 
pursue is clearly indicated. Therefore do 
not delay operation until the explosion oc- 
curs, but make a free incision in the ear- 
drum, through that portion presenting the 
greatest bulging, which indicates, of course, 
the point of greatest pressure. In that way 
only can complications and disastrous con- 
sequences be forestalled. 

It is a common belief that if the earache 
has ceased and the ear discharges, all 
danger is over; this misinterpretation has 
been the direct cause of much suffering 
and of many grave intracranial complica- 
tions. Too frequently we meet those cases 
in our clinical experiences. 

Whenever a purulent discharge from the 
ear resists the usual and established meth- 
ods of treatment, even though the classical 
symptoms such as pain, tenderness, swell- 
ing and discoloration of the tissues over the 
mastoid be absent, let us ever be heedful 
to the demand for immediate surgery of 
the mastoid. 





Amputations. 


CorNER (Lancet, Jan. 15, 1921) believes 
that the experience of the recent war has 
been particularly serviceable in leading to 
better methods in teaching and practice of 
amputations. 

Beginning with leg amputations, from 
amputations at the metatarsophalangeal 
joints to a high Syme above the ankle-joint, 
all have gone. No longer will student or 
teacher be bothered with the operations of 
Lisfranc, Chopart, Pirogoff, Roux, Tripier, 
Skey, Hey, etc. The high Syme, which 


gives a very good stump, will remain; the 
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patient will learn to walk well and be nearly 
as active as he was before. By losing the 
front of a foot, the patient has lost all 
spring; moreover, the artificial limb is an 
unsightly nuisance, the ankle being much 
broader than the normal ankle and necessi- 
tating odd boots. In some instances the 
tendo Achillis becomes attached to the scar 
and tilts the stump forward, making the 
patient bear on the scar and rendering the 
stump useless. The foot, being largely a 
passive agent for transmitting pressure, is 
therefore easily and satisfactorily replac- 
able, so that the operation is likely to be 
largely replaced by the easier and more sat- 
isfactory one through the middle of the leg. 

From accounts given by patients, those 
who have been amputated through the mid- 
dle of the leg get along nearly as well as 
do those who have had a “Syme,” whilst 
they also avoid unsightliness and expensive 
upkeep. In this amputation the scar must 
not be terminal; the operation is done with 
anterior and posterior skin flaps. The 
former is the larger, making the scar 
posterior. In this way the amputations of 
Teale, Hey, and Faraboeuf are dispensed 
with. Ascending the leg, Stephen Smith’s 
operation, together with Price’s modifica- 
tion of it, is gone from useful knowledge 
and practice. The retention of the patella, 
as in the operations of Lister, Gritti, and 
Stokes-Gritti, is not asked for or desired 
by the limb-maker. Moreover, it has been 
learned that the patella often becomes loos- 
ened and drawn forward by the quadriceps. 
making the stump and the operation use- 
less. All that remains in the thigh is am- 
putation with anterior and posterior flaps 
with a posterior scar, like a Carden, but 
higher up. 

Perhaps the greatest change has been 
evolved at the hip-joint. Esmarch’s modi- 
fication of Furneaux Jordan’s amputation 
was more widely taught than any other 
method, but it was soon found to yield a 
large, bulky, useless stump, including irreg- 
ular and new-formed periosteal bone, which 
had to be reshaped at a further operation 
in order to remove all redundant soft 
tissues. The new operation is amply de- 
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scribed in Martin Huggins’s excellent book 
on amputation stumps, and is somewhat 
like the amputation at the hip-joint, advo- 
cated by Sir Frederick Treves, surgeon. 
and Faraboeuf, anatomist. It will suffice 
here to say that skin-flaps are used, and 
muscles are cut short; by sawing through 
the neck of the bone the femoral head is 
left behind, filling the acetabulum instead 
of leaving a hollow cup behind. It is really 
an amputation through the neck of the 
femur by means of an anterior racquet in- 
cision. The triradiate scar is anterior, pull- 
ing the skin flap tight over the tuber ischii 
so as to leave it prominent, and giving the 
limb-makers no excuse for a badly fitting 
limb. The soft parts are cut so short that 
they cannot push the artificial limb off the 
tuber. 

Thus of all the many amputations at 
the hip-joint only one remains. It is usual- 
ly performed after an amputation of the 
thigh, to adapt the patient for the work 
of the fitter. Further, the student has not 
even to remember any name in connection 
with the operation. 

It is no use operating less than three 
inches above or below the level of the knee- 
joint. In the thigh there is an anomaly, 
the man with a long stump and a long bony 
lever has to lift a lesser limb and lighter 
weight than does the man with a short 
stump and a short bony lever. This is a 
wrong state of affairs which can only be 
met at present by supplying the short 
thigh-stump man with a very light, strong 
artificial limb. If this should prove uncon- 
trollable it can easily be altered. Hence it 
is no use operating to divide the bone less 
than three inches below the lesser trochan- 
ter. Let the amputation be done through 
the neck of the femur and the man will 
walk farther, better, and with less aid from 
a stick. 

The upper limb is not restricted to weight- 
bearing; its skilled and active uses have 
spurred the ingenuity of men in replacing it. 

Amputations of the upper limb have been 
immensely simplified; all forearm ampu- 
tations are now done with equal anterior 
and posterior skin-flaps and circular divi- 
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sion of muscles and bone. It is no use 
amputating less than three inches below 
the elbow. Such an amputation is treated 
and fitted with an above-elbow artificial 
limb. Amputations of upper arms are done 
with a circular incision, which, as it nears 
the axilla, is met by an internal incision 
along the vessels, making the circular ampu- 
tation racquet-shaped. At the shoulder- 
joint the amputation is carried out similar- 
ly. All names are gone. Nothing useful 
can be fitted to a short upper-arm stump; 
a long upper-arm stump can be made very 
useful, and a forearm stump is excellent. 
It is a very great loss for a man to lose 
his elbow-joint by reamputation; the 
stump should always be considered by sur- 
geon and instrument-maker before anything 
is done. 

In the lower limb there remain (1) am- 
putations of toes; (2) a Syme’s amputa- 
tion; (3) through leg amputations with 
skin-flaps; (4) amputations of thigh with 
long anterior and short posterior flap; and 
(5) a new amputation through the neck 
of the femur with skin-flaps. In the upper 
limb there remain (1) amputations of fin- 
gers; (2) amputations of forearm with 
equal skin-flaps; (3) a circular amputa- 
tion of upper arm; and (4) Spence’s am- 
putations at shoulder. Amputations through 
the knee- or elbow-joint have been shown 
to be inferior to others and are to be 
discarded. 





On the End-results of Colectomies for 
Intestinal Stasis. 


SHEEN (British Medical Journal, Jan. 
22, 1921) reports the results of complete 
colectomies performed in the year 1913- 
14. There were four patients, one of 
whom died soon after operation. If the 
very wide usefulness claimed for this oper- 
ation is justified it ought to be widely prac- 
ticed; the reasons for its necessity, its re- 
sults, immediate and remote, and its mor- 
tality cannot be too wel! known. 

The first case, twenty years old at the 
time of operation, when seen six years 
later, to wit, March, 1920, was at work as 
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a bricklayer. In the last six months there 
were occasional pain and diarrhea, with a 
large divarication of the recti, for which 
he wears a flannel binder. Proper support 
was provided, and it was suggested that the 
patient have his teeth extracted. These 
beneficent measures made him feel better. 

The second case was thirty-four years 
old at the time of operation, to wit, March 
2, 1914. Six years later (April 20, 1920) 
she feels a different woman. Her friends 
state that she has “cleared wonderfully.” 
She has borne two children since her or- 
deal. Within the last few months she has 
begun to suffer from lower abdominal pain 
and constipation incident to pregnancy. 

The third case, twenty-four years old at 
the time of operation, about six years later 
felt like quite a different person, stout and 
well, with the exception of occasional at- 
tacks of diarrhea, which the examining 
doctor believed to be neurotic. 

The fatality was due to infection. Sheen 
states that despite his good results in these 
three cases he is not enamored of this oper- 
ation. He points out the benefit derived 
from operations such as nephropexy, the 
possibility of reporting favorable results 
from almost any surgical procedure, and 
concludes that colectomy is not a measure 
likely to be widely received and practiced. 





Malignant Growths of the Upper Jaw 
and Antrum. 


Davis (Lancet, No. 22, Volume II, 1920) 
makes a survey of 39 cases of malig- 
nant growths of the upper jaw and antrum. 
Most of these growths were squamous 
carcinomata beginning at the ethmoid and 
spreading along the orbital plate or roof of 
the antrum, whilst a few originated in the 
orbital plate itself. The soft, friable, sup- 
purating growth, taking the line of least 
resistance, filled the antrum, then eroded 
and absorbed its walls and sprouted through 
the thin orbital contents and capsule of 
Tenon. 

In 18 cases of squamous carcinoma of the 
upper jaw five killed the patients in about 
six months, and others, when ruthlessly and, 
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apparently, completely excised, recurred 
within twelve months after operation. 

As to the endotheliomata or columnar- 
celled carcinoma, there were seven of them. 
They all arose in the ethmoid. Section of 
columnar-celled carcinomata may occasion- 
ally resemble endothelioma and are occa- 
sionally described as such. There were seven 
of these cases, and some were known to 
have recurred after operation in three to 
five and a half years. 

There were three papillomatous growths 
which occurred in the region of the inferior 
turbinal, and were more benign than malig- 
nant, but recurrences occurred at long 
intervals. 

There were four cases of so-called round- 
celled sarcoma originating in the ethmoid 
and occurring in patients of about forty 
years of age and upwards. They were 
clinically identical with the squamous car- 
cinoma. The disease recurred in all cases 
operated on. 

There were two cases of chondrosarcoma 
occurring in young subjects about the age 
of sixteen. This type was invariably inop- 
erable. There were two cases of spindle- 
celled sarcoma, with a few amyloid cells 
apparently commencing at the antronasal 
wall or palatal process. They did not recur 
from five to eight years after operation. 
There was one melanotic sarcoma which 
originated in the vestibule of the nose. 
There was one definite case in which it 
could be shown that the growth originated 
in the mucoperiosteal lining of the antrum. 

The commonest first symptom is a per- 
sistent pain in the cheek radiating to the 
forehead or temporal region, accompanied 
by a blood-stained discharge from one 
nostril in an elderly patient. The teeth are 
frequently blamed for the pain and are 
extracted. Severe epistaxis, not arising 
from the usual causes, with pain in the 
cheek, should raise suspicions of a growth. 
In this series of cases the average duration 
of such symptoms before the patient was 
seen was three months. An examination of 
such a case revealed a vascular polypoid- 
looking swelling in the middle turbinal 
region which bled freely when probed. 
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Transillumination showed a dark antrum, 
and an «x-ray photograph demonstrated a 
still more definite opacity of that region. If 
there is any doubt after such findings, 
exploration of the antrum with preparations 
for excision of the upper jaw is advisable. 
Later symptoms were proptosis, epiphora, 
and expansion of the walls of the antrum, 
and finally, too late, a puffy swelling of the 
cheek below the infraorbital margin. 

The operations carried out by the writer 
have had the following underlying prin- 
ciples: (1) A thorough exposure of the 
growth to ascertain its limits as far as pos- 
sible; (2) complete excision of the growth 
together with a free margin of healthy 
tissue. The orthodox anatomical operation 
of excision of the upper jaw was discarded. 
The teeth are put in order by a dental sur- 
geon as soon as possible after the first 
visit, and if it is anticipated that half of 
the palate will have to be removed, a 
denture or obturator is made and inserted 
immediately after the completion of the 
operation. Permission is obtained from 
the patient to enucleate the eyeball if a 
more thorough clearance of the orbit and 
ethmoid is likely to be required, and in 
two of the above cases the eye on the 
affected side became blind soon after a re- 
currence was noticed. Intratracheal ether 
is the most satisfactory anesthetic, and was 
employed without any disadvantage in all 
the later cases. A preliminary laryngotomy 
was employed in four of the first cases 
with plugging off of the pharynx, but the 
patients did not make a rapid recovery, 
and appeared to feel the effects of the 
operation more than those who had intra- 
tracheal ether. The usual Fergusson in- 
cision was made from the frontonasal 
suture down the side of the nose and 
through the upper lip. The cheek was then 
reflected upward and backward as far as 
possible. The horizontal portion of the 
incision along the infraorbital margin was 
omitted because it did not give much more 
access to the area of operation, and leads 
to the unsightly deformity produced by 
edema of the lower eyelid. The nasal 
bone, nasal process, and facial surface of 
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the maxilla as far as the malar were re- 
moved to expose the growth, and if the 
palate was not involved, the floor of the 
orbit with the growth was scooped out. In 
the cases of carcinoma, when the floor of 
the main mass of the growth was removed 
portions of it were generally found in the 
ethmoid, and the ethmoid was vigorously 
attacked with punch forceps and spoon 
until the inner wall of the orbit as far back 
as the sphenoid and up to the base of the 
skull had been removed. The contents of 
the orbit were examined, and occasionally 
growth was found adherent to the capsule 
of Tenon. In two cases only was it neces- 
sary to remove the palate, and then the 
more common operation of excision of the 
upper jaw was carried out. 

If possible, the mucoperiosteum of the 
palate should be saved to form a flap to 
close off the mouth from the nose, and if 
this is done patients make a more rapid 
recovery. In the older patients the inter- 
ference with the mouth and the taking of 
food when the palate is removed adds con- 
siderably to the severity of the operation. 
A recurrence in the palate has not been 
seen. The hemorrhage was not dangerously 
excessive. Preliminary ligature of the ex- 
ternal carotid artery was done in two cases 
only, and was considered unnecessary 
unless a dissection of the glands in the 
neck was carried out as the first stage of 
the operation. So experienced an oper- 
ator as Butlin did not approve of a pre- 
liminary ligature of the carotid. All the 
patients made a rapid recovery, and not 
one died from the immediate or remote 
effects of the operation. 





The Significance of Shoulder Pain in 
Lesions of the Upper Abdomen. 


Core (Proceedings of the Royal Society 
of Medicine, February, 1921) observes that 
shoulder pains are never felt in liver 
abscess unless the pus is near to or threat- 
ening to perforate the diaphragm. He 
reports the case of a man who whenever he 
lay down in bed felt a severe pain in the 
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right supraspinous fossa. This pain per- 
sisted until he was operated on. He was 
suffering from the perforation of an ulcer 
about the junction of the first and 
second portion of the duodenum. with a 
considerable amount of plastic lymph in the 
subhepatic region. The pain disappeared 
after operation. 

A few days later a second patient with 
symptoms of perforating ulcer stated that 
every time he coughed he had a severe 
stabbing pain in the right shoulder and 
referred to the right supraspinous fossa and 
less severely to the supraclavicular region. 
Operation showed a perforation of a pyloric 
ulcer. The signs of inflammation were here 
most distinct in the subhepatic region. 

Some time later the reporter saw a 
patient with symptoms suggesting intra- 
abdominal lesion. The illness began when 
the patient awoke at six o’clock with acute 
stabbing pain in the right subclavicular 
fossa. On examination nothing was found 
in the abdomen, but below the right clavicle 
was a very hyperalgesic area, and on 
auscultation of the chest a soft, sticky and 
evidently pleural crepitation could be heard 
at the lowest level of the right pleura in 
front. A diagnosis of diaphragmatic 
pleurisy was confirmed by the further 
course of the disease. 

The author reports a number of interest- 
ing cases and suggests that the cause of pain 
in the shoulder in abdominal lesions is 
irritation of the diaphragm, not of the 
abdominal viscera. 

That unilateral irritation of the dia- 
phragm causes pain over the corresponding 
shoulder. 

Acute bilateral shoulder pain, indicates a 
median irritation of the diaphragm and 
commonly results from a perforated gastric 
ulcer. 

There is a correspondence in the distribu- 
tion of the descending cutaneous branches 
of the third and fourth cervical nerves and 
that of the phrenic nerve on the same side. 
The pain caused by irritation of the 
front of the diaphragm is referred to the 
clavicular or subclavicular region, of the 
dome to the acromio-clavicular or acromial 


region, and of the posterior portion and 
crus to the supraspinous fossa. 

Pain on the top of the shoulder is likely 
to be of diagnostic value in subphrenic 
abscess, diaphragmatic pleurisy, actinomy- 
cosis of the chest, liver abscess, and possibly 
some cases of acute pancreatitis. 





Regional Anesthesia with Special Refer- 
ence to “Splanchnic Analgesia.” 


LazBat (British Journal of Surgery, Jan- 
uary, 1921) regards pure novocaine adren- 
alin solutions as the safest. A needle should 
never be previously fitted on to a syringe 
when it has to be introduced into the 
vicinity of large vessels. A small hematoma 
caused by the accidental wounding of the 
blood-vessels is of no importance. A sur- 
geon should wait at least ten minutes to 
obtain the full anesthetic effect. Gentle 
handling should obtain during the oper- 
ation. Local infiltration is accomplished in 
the accustomed fashion, to wit, five anes- 
thetic wheals are raised: the first, at the 
tip of the xiphisternum; the second and 
third, one on each side, at the level of the 
tenth costal cartilage, where the external 
border of the rectus crosses the costal 
margin; the last two, one on each side, on 
the external border of the rectus, a little 
higher than the umbilicus. 

The needle (8 or 10 cm. long) is then 
passed through each wheal in turn, and in- 
filtration made fanwise. The deep layers 
should be infiltrated before the more super- 
ficial. The solution is injected within the 
rectus sheath: this is quite sufficient to 
anesthetize the underlying peritoneum, and 
gives a good relaxation of the abdominal 
wall. The infiltrated area should be lightly 
massaged to spread the solution within the 
tissues. 

For splanchnic analgesia the patient 
should lie on his side with the back arched. 
Place a cushion under the loin if the spine 
is too much bent sidewise; the relaxation 
of the muscles thereby obtained renders 
the landmarks more accessible, and makes 
the subsequent steps of the technique easier. 

Define the twelfth rib and the first lum- 
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bar spinous process. On the lower border 
of this rib, four fingerbreadths or 7 cm. 
from the middle line of the back, raise an 
anesthetic wheal, through which pass a 
needle 12 cm. long, along the horizontal 
plane of the body, i.e., vertically to the 
table on which the patient is resting. 

Introduce the needle obliquely forward, 
so that it makes an angle of about 45 de- 
grees with the median plane. Its point 
then strikes the body of the vertebra near 
its anterior convexity, behind the splanchnic 
nerves, just where these join the semilunar 
ganglion. When the needle, introduced for 
about 9 cm., has struck the bone, it should 
be drawn back until its point lies in the 
subcutaneous tissue (so as to be able to 
change its direction), and reintroduced at 
a smaller angle. If its direction is good, 
the needle passes tangentially to the body 
of the vertebra. As soon as the point of 
this needle is felt to glide along the surface 
of the vertebra, it should be pushed in one 
centimeter further; and, after making sure 
that no blood comes out of the lumen, 
there should be injected 25 to 35 Cc. of a 
one-per-cent novocaine-adrenalin solution 
(novocaine 1 grm., adrenalin 25 drops of 
a 1:1000 solution, and normal salt solution 
100 Cc.). The patient is then asked to 
change sides, and the injection is repeated 
on the opposite side. 

The solution spreads easily into the loose 
retroperitoneal tissue, diffusing in all direc- 
tions, reaching the solar plexus and its 
immediate tributary as well, thus anes- 
thetizing a wide area in which all operative 
maneuvers become painless. But we should 
not lose sight of the fact that novocaine 
produces, beyond its field of action, a ring 
of hyperesthesia, on which distant pulls 
may give rise to painful impulses, thus 
bringing about the tendency to believe that 
the technique has proved a failure. 

Either at the precise moment of injec- 
tion or appearing a little later there is a 
slight acceleration of the pulse; in one case 
bilious vomiting with slight cardiac dis- 
tress occurred. These symptoms are of 
short duration (two to five minutes), and 
are followed by no untoward effects. In 


two instances a partial anesthesia of the 
lower limbs was obtained, due probably to 
want of technique at the very outset of the 
experiments. The last series of 25 cases 
was gone through without the slightest 
trouble to any concerned. 

The many difficulties attending the per- 
formance of complicated and extensive 
operations in the abdomen render it abso- 
lutely impossible to rely on the ordinary 
local method, though the poor and weak- 
ened condition of some patients often urges 
on the surgeon the importance of inducing 
regional anesthesia. This method is easy, 
simple, and safe, and should be attempted 
as often as possible. 





Experimental Investigation of the 
Results of Linear Division of 
the Pyloric Sphincter. 


PanneTT (British Journal of Surgery, 
January, 1921), recognizing that the simple 
division of the pyloric sphincter is now the 
established method of treatment in con- 
genital hypertrophic stenosis of the pylorus 
in infants, recalls the circumstance that the 
belief that a division of the muscular wall 
of any part of the gastrointestinal tract 
which leaves a gaping wound filled only 
by the protruding mucosa might be a prac- 
tical and well-advised measure to take, was 
at first difficult to adopt, so hazardous and 
contrary to the accepted methods of in- 
testinal surgery did it seem. The clinical 
results were, however, conclusive. Pan- 


nett conducted a number of laboratory: 


studies, employing therefor cats. He con- 
cludes as the result of his studies, supple- 
mented by radiograms, that the operation 
of simple division of the normal pyloric 
sphincter leads to a certain initial increase 
in the rate of passage of food through the 
stomach, and a probable earlier complete 
evacuation of this viscus; secondly, that 
these effects may be temporary or perma- 
nent according to the method of healing of 
the wound. Either tone and function will 
return to the muscle ring, as it does after 
a similar incision of the anal sphincter, a 
narrow linear scar alone remaining at the 
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site of operation; or the partitionary power 
of the pyloric sphincter will be lost perma- 
nently, with perhaps the formation of a 
shallow diverticulum of the canal. 

It is possible that this sphincteric oper- 
ation might improve the altered gastric 
function in three clinical conditions. They 
are the cicatricial contraction following 
ulcer at the pylorus, the spasm of the 
pylorus associated with ulcer of the body 
of the stomach, and _ hyperchlorhydria. 
Graham has performed the operation for 
the first of these conditions, but after- 
results are still awaited. In the case of 
spasm due to an ulcer of the body of the 
stomach, relaxation of the sphincter might 
lead to earlier evacuation of gastric con- 
tents, and a lowering of gastric-juice 
acidity, due to regurgitation of duodenal 
contents. Boldyreff asserts that in hyper- 
chlorhydria the normal reflux of duodenal 
contents through the pylorus into the stom- 
ach does not take place, and this suggests 
that in such cases a higher percentage of 
hydrochloric acid is necessary to provide 
the adequate stimulus to pyloric relaxation. 
The tone of the sphincter, and so the 
necessity for such high acidity, would be 
abolished by sphincteric division. The con- 
ditions suggested as forming a profitable 
field for exploitation of the procedure would 
call for a permanent diminution of sphinc- 
teric control, if any benefit accruing from 
it were to be lasting. The operation for 
such cases would have to be modified ac- 
cordingly. To attain this end, one of two 
stratagems would probably be effective, 
judging by analogy of what happens in 
operations upon the anal sphincter: the 
interposition of a wedge of omentum be- 
tween the two extremities of the cut muscle 
band, or an oblique division of the sphincter. 

One other question must be touched 
upon. Is any harm likely to come from a 
diverticulum should one form at the site 
of operation? The answer to this question 
can only be given after a sufficient trial; 
but it would seem to be this, that however 
fraught with danger diverticula may be in 
the colon or other regions of the alimentary 
canal, such abnormalities have been recog- 
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nized for years as occurring occasionally 
in the duodenum, but their presence has 
never been correlated with recognizable 
symptoms. 





Seminal Vesiculitis: Its Local and 
General Manifestations. 


CUNNINGHAM (International Journal of 
Surgery, February 1921) after discussion 
of this infection, in which he gives full 
credit to Dr. Eugene Fuller for its proper 
surgical treatment, states that the manage- 
ment of focal infection in the prostate and 
seminal vesicles associated with metastatic 
manifestations does not differ from that of 
such infections without the metastatic dis- 
turbances except for the employment of 
gonorrheal vaccines, supplemented by cer- 
tain orthopedic features when these are 
indicated to relieve local suffering. The 
cure, of course, depends upon the destruc- 
tion of the focal infection in the deep genital 
organs. This may be accomplished by non- 
operative measures, in the form of prostatic 
and vesical massage, irrigations and instil- 
lations, vaccines and general treatment. 
Non-operative treatment is effective in 
about ten per cent of patients with real 
gonorrheal arthritis. In the mild cases 
palliative treatment as a rule is slow, recur- 
rences are prone to occur, and the individual 
must be considered to be infectious until 
proven otherwise. 

If non-operative treatment does not show 
satisfactory progress after a trial of weeks 
or months, the infection should be attacked 
by the surgical removal of the foci of infec- 
tion. 

There is no operation for a chronic con- 
dition that gives more brilliant results. 
With the removal of the foci of infection, 
the pain has disappeared from the affected 
joints of some patients at the time of the 
other recovery; large, swollen joints have © 
become normal in appearance, or nearly so, 
and painless voluntary motion is often pos- 
sible within twenty-four to forty-eight hours 
after operation. The periarticular swell- 
ings disappear much more rapidly than 
those which are intra-articular, and when 
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destruction in cartilage and changes in 
bone have taken place, as may be expected 
if the articular lesions are of long standing, 
a considerable period ‘of time and appro- 
priate accessory treatment are necessary to 
repair defects. Nevertheless, the 
activity of the process is arrested with the 
removal of the foci of infection and the 
repair process may begin. 

The indication for operative treatment 
is a failure to produce a cuze by non- 
operative measures. Cunningham has per- 
formed vesiculectomy or vesiculotomy with 
prostatotomy on about two hundred pa- 
tients, and has yet to learn of one who has 
become permanently impotent. 

In connection with the matter of sterility 
it is probable that a large percentage with 
advanced seminal vesiculitis and prostatitis 
are sterile because of the lesions, and the 
operation does not add to the damage 
already done. Whatever the unknown 
truth of this feature may be, it is certain 
that most patients with seminal vesiculitis 
and prostatitis must be considered in- 
fectious to others ; and moreover, those with 
real gonorrheal arthritis, that is so severe 
as to require operation, think little of sexual 
life, and, being infectious, should not be 
permitted to if they did. Most are chronic 
invalids with impaired general health, and 
when given the choice of being made useful 
individuals at the expense of reproduction 
(which they have probably lost anyway 
from the lesions), there has never been any 
hesitation in accepting the chances of cure 
by operation. 

In performing the operation both the 
seminal vesicles and the prostate should be 
attacked, for there is abundant clinical and 
pathological evidence to show that infection 
may be expected to exist in both. 

Likewise it is necessary in attacking the 
seminal vesicles that every focus of infec- 
tion be destroyed. For that reason multiple 
puncture sometimes fails in its purpose. 
When possible it is probably safer to ex- 
tirpate the vesicles, or if not to remove the 
entire posterior surface and sterilize every 
portion with carbolic acid and alcohol. 

Nothing short of a complete removal of 


such 





THE THERAPEUTIC GAZETTE 





all foci of infection will give the desired 
result; and while to atcomplish this it may 
be necessary to thoroughly destroy the 
vesicles, the prostate needs only free drain- 
age by multiple incisions. 





Radium in the Treatment of Sarcoma 
and Carcinoma of the Bone. 


NEILL (American Journal of Surgery, 
February, 1921) states that up to the pres- 
ent time but 4 per cent of cures have been 
reported following radical operation for 
central periosteal sarcoma of the bone, the 
commonest cause of death being metastasis 
to the lung, not a local recurrence. 

This raises the question of careful «-ray 
examination of the lungs and mediastinum 
in every instance before an operation. 
X-ray examination of other bones of the 
skeleton should also be made. We can now 
hold out a little hope since radium has 
sometimes destroyed the disease and 
allowed a formation of healthy callus. 
Three methods of treatment are followed: 
First, implantation or burying of radium 
emanation directly into the disease (from 
1 to 3 millicuries) contained in minute glass 
capillary tubes, which are left permanently 
embedded. Second, massive treatments 
from the surface at a variable distance of 
from one to four inches with from 1 to 4 
grammes of radium. Third, laying bare 
the diseased tissue by operation and insert- 
ing, ynder inspection, a large amount, of 
radium into the tumor, while the patient is 
under the anesthetic. 

The first method seems to be the most 
destructive to the local disease and the most 
effective. It is painless, causes no severe 
reaction, and does not necessitate the 
patient’s detention in the hospital, as in 
the open wound plan. 

The approximate dosage for the needles, 
points, or spicules, containing emanation, 
is 2 millicuries of emanation for each 4 
cubic centimeters of disease for implanta- 
tion; 5 gramme hours at 2 inches distance 
for each three square inches of surface, 
when treated from the exterior; one-half 
gramme hour direct treatment when placed 
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under inspection in the center of the dis- 
ease. 

In almost every case partial or complete 
relief of pain is observed; there is also a 
decrease of swelling in the soft parts, with 
increased function and improvement in 
health. Three cases are reported. 





Some Toxicological Aspects of Surgical 


Rubber Goods. 


GALLAND (New York Medical Journal, 
Feb. 19, 1921) observes that reports of 
unexplained reactions following intravenous 
medication have been frequent in recent 
medical literature. He states that Stokes 
and Busman traced some untoward reac- 
tions following arsphenamine injections to 
a certain brand of rubber tubing. 

Galland holds that from the view-point 
of the rubber manufacturers it is possible 
to make rubber products free from any 
deleterious ingredients. These substances 
are not prerequisite to the compounding of 
superior rubber products, and such a prod- 
uct should be insisted upon. A tentative 
specification might be proposed in outline. 
Rubber goods intended for use within body 
cavities or in contact with body surfaces 
should be compounded of high-grade new 
tubber, preferably Para or plantation rub- 
ber. The use of reclaimed rubber, boiled 
or oxidized oils, or rubber substitute, 
should be prohibited. No filling ingredi- 
ents containing lead, antimony, arsenic. 
chromium, or other poisonous substance 
should be permitted. Such compounds 
would be free from the dangers discussed 
in this paper. 





Meatotomy. 


Aronstam (American Journal of Sur- 
gery, March, 1921) describes the technique 
he has found efficient. A sharp scissors, 
either curved or straight, a few hemostats, 
a fine wick of gauze, a probe, a four-per- 
cent solution of procaine, solution of adren- 
alin, 1 to 1000, and dressings. are all that 
are required. A pledget of cotton, well 


saturated with the procaine solution, is in- 
serted into the meatus and retained for ten 
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minutes; the glans is well sterilized with 
sublimate of lysol solution, the pledget of 
cotton is then removed, and the meatus is 
lightly touched with the point of the scis- 
sors, to determine whether its sensitiveness 
has been thoroughly abolished. If it still 
remains sensitive, we must repeat the pro- 
cainization of the meatus. The scissors are 
then introduced into the meatus, the penis 
elevated at right angles with the body, the 
lower blade impinging upon the mucosa, 
the upper blade externally to it in juxta- 
position to the lower blade; and thus bring- 
ing the blades together with one sweep, the 
meatus is divided. 





The Abortive Treatment of Gonorrhea. 


RosENTHAL (Urologic and Cutaneous 
Review, February, 1921) states that if 
there is only a burning sensation, but with 
also the presence of gonococci or a few 
drops of gonorrheal pus, two injections 
may succeed in curing the gonorrhea com- 
pletely in two days. Blaschko recom- 
mended this method in 1901, and himself 
employed it for twenty-five years. The 
results are positive when treatment is in- 
stituted in the very beginning, and the 
chances of later complications are lessened. 
If the patient is not seen in the very earliest 
stage we must be guided by the microscopic 
findings. If most of the gonococci are 
intracellular, if the urethral meatus is in- 
flamed and the first urine is quite turbid, 
the method is not employed. 

The technique is as follows: A 2-per-cent 
solution of albargin is injected by means 
of a urethral syringe into the anterior 
urethra and allowed to remain there for a 
moment. It is then expelled. After this 
preliminary injection the same strength 
solution is again injected and allowed to 
remain for one and one-half minutes. The 
urethral meatus is now compressed with 
the fingers to retain the solution, and a 
further injection of the 2-per-cent albargin 
solution is now made under somewhat 
greater pressure. The whole treatment 
should not take longer than three minutes. 
On the next day the same procedure is 
repeated with the same strength of albargin 
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solution, or in the event of irritation as well 
as negative gonococcic findings, with a 1- 
per-cent albargin solution. 

The treatment is seldom painful, so that 
anesthesia is unnecessary. If on the second 
day pain occurs, this may be overcome by 
an injection of a 2-per-cent alypin solution. 

If on the third day gonococci are present 
in the discharge the cure has not been suc- 
cessful, though no harm has been done to 
the patient, and one may then try either 
daily Janet irrigations or institute usual 
treatment. If, on the other hand, gonococci 
are absent on the third day and if they 
remain absent for the next ten days, cure 
of the gonorrhea has been successful. 

That this is not a superficial and tem- 
porary disappearance of the gonococci is 
proved by the writer’s experience that in 
patients so treated a provocative procedure, 
by means of which any possibility of infec- 
tion may be determined, after an interval 
of twelve days, has been negative. 





Deep Radiotherapy. 


In a leading article in the Lancet of Feb- 
ruary 12, 1921, it is stated that there is at 
present no way of measuring the dose of 
radiation absorbed by a tumor situated at 
a depth in the body. Only those rays which 
are absorbed can produce chemical and 
physical changes, and it is only the amount 
of radiation that is absorbed by irradiated 
tissues which should be included in the 
term dose. In this connection some mis- 
conception has arisen as to the virtue of 
very penetrating x-rays; it has even been 
said that in the case of very penetrating 
rays the amount absorbed by the tumor 
cells is negligible. As a matter of fact the 
amount absorbed may be quite large. A 
beam of x-rays issuing from a bulb, at an 
alternative spark-gap of 10 inches, consists 
of a mixture of rays, generally spoken of 
as soft, medium, and hard, the hard type 
predominating with this gap; some measure 
of the intensity of this composite beam can 
be made photographically. A sheet of 
aluminum 10 mm. thick, interposed in the 
path of the beam, has the effect of weeding 


out all but the hard rays; the beam passing 
through such a filter is practically homo- 
geneous, but its intensity would, on meas- 
urement, be found to be reduced to about 
one-fifteenth of its original value. If we 
use for our intensity meter a strip of pho- 
tographic paper, it is only the small fraction 
of radiation absorbed by the paper which 
determines the tint. Prolong the exposure 
in the second case fifteen times, and the 
resulting tint will be the same as before; 
the film has been made to absorb the- neces- 
sary amount of the penetrating --rays to 
give the same result. Hence, in dealing 
with very penetrating «-rays or the still 
more penetrating gamma rays of radium, 
the difficulties of getting the requisite dose 
into a deep-seated tumor do not arise from 
the degree of penetrating power ; they arise 
first from the limited tolerance of the 
human skin to these rays, and secondly 
from the diminishing intensity of the rays 
as the distance from their source increases. 

Overdosage of the skin is avoided by 
employing multiple ports of entry, the rays 
converging from various directions upon a 
deep-seated tumor. A gradual fall in 
intensity through the tissues takes place, 
however, not only because of the increase 
in distance from the source, but also be- 
cause of the absorption of the beam by each 
successive layer; and this variation will be 
minimal when the penetrating power is 
maximal. By using a very hard -+-ray 
bulb (say 12 inches spark-gap) at a dis- 
tance of 30 cm. from the skin of the patient, 
and filtering the rays through 10 mm. of 


aluminum, the ratio of intensities at 1 and_ 


10 cm. depth in the tissues would be about 
a 100:30. This may indicate to some ex- 
tent how difficult it is to obtain uniformity 
of radiation throughout a tumor mass; and 
if no real uniformity exists we may well 
ask what is meant by the term “dose of 
x-rays administered.” An analogy would 
be the oral administration of a dose of 
strychnine; a rather difficult physiological 
inquiry would be needed to determine how 
much reaches a certain organ. We have 
not even arrived at this stage in our radi- 
ation measurements. Though it is true that 
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by placing an intensity meter in the path 
of the beam we may say what intensity of 
radiation is incident upon the surface of 
the patient, this is not a measure of the 
dose; the most that can be done at present 
is to specify fairly accurately the way in 
which this intensity falls off as the beam 
makes its way through the tissues, and 
pictorial charts of this kind might prove 
very useful to radiologists. But this is far 
from being a measure of the dose of radi- 
ation. Our electroscopes or photographic 
films can only act as intensity meters. They 
do not measure the energy of the beam of 
x-rays; to do this they would have to ab- 
sorb it completely. When modes of meas- 
urement of this kind are adopted, the time 
will have come to establish a unit of x-ray 
energy, a demand that has been met in 
other parts of the spectrum—for example, 
light and heat. Contrary to the popular 
conception, it is a simpler matter to give a 
deep-seated tumor uniform irradiation with 
highly penetrating rays than with lightly 
screened x-rays consisting of soft, medium, 
and hard constituents. The next matter 
for consideration is whether these soft, 
medium, and hard s-rays have appreciably 
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different effects upon actively growing 
tumor cells in all cases, if the dose absorbed 
is the same; in other words, have these 
different rays a differential action? On 
the answer to this question will depend very 
largely the warrant for an extended use of 
the more highly penetrating x-rays. We 
cannot be too careful in adjudging the evi- 
dence on this point. If the evidence is 
brought from a radiological clinic, the first 
criticism almost invariably directed upon 
it is that it is practically impossible to ar- 
range under clinical conditions that the 
cells of tumors in different cases have 
received the same dose. A rigorous proof 
of the fact that, in equal doses, “soft,” 
“medium,” and “hard” +-rays have similar 
destructive effects upon tumor growth, can 
perhaps hardly be expected from the clinic 
itself. A greater degree of exactness is 
possible in examining this question as far 
as it applies in animal tumors; and although 
the evidence is limited, it points to the fact 
that if the tumor cells are made to absorb 
equal quantities of soft and of hard -rays, 
the quantity required for a lethal dose to 
the cells is not appreciably different in the 
two cases. 





Reviews 


MEDICAL ELEcTRICITY, ROENTGEN Rays AND Ra- 
DIUM. With a Practical Chapter on Photo- 
therapy. By Sinclair Tousey, A.M., M.D. 
Third edition, thoroughly revised and greatly 
enlarged. W. B. Saunders Company, Phila- 
delphia, 1921. Price $10. 


The new edition of Dr. Tousey’s work 
contains more than 1300 pages, 861 illus- 
trations in black and white and 16 in color. 
It opens with a description of the funda- 
mental principles underlying electricity in 
its various manifestations and the methods 
by which the electric current is generated 
and altered. Then the text proceeds to 
discuss the physiological effects of elec- 
tricity in its various forms. These 
discussions take up the first 353 pages and 
are followed by chapters upon electro- 


pathology, by which is meant the 
deleterious effects which electricity may 
induce in those who are closely associated 
with its use in the way of burns or other 
pathological changes. Interesting illustra- 
tions are appended, showing how death may 
be produced by the application of an electric 
vibrator to the human body while the patient 
is in a bath-tub, due to the fact that a 
circuit is completed with the street current. 
There is another illustration showing how 
touching an electric lamp bracket while in 
the bath may induce a fatal accident, and 
still another where a man placing his hand 
upon a metal fixture and touching the 
electric lamp socket with the other hand 
resulted in a very severe accident. It is 
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remarkable that such occurrences are not 
more frequently met with. 

Following this part is one upon electro- 
lysis and another upon electro-diagnosis, in 
which the motor nerve points of different 
portions of the body are clearly shown. 
After this there is a consideration of ionic 
medication by electrolysis, a subject which 
therapeutically possesses much interest, but 
which for some reason has never received 
the confidence which enthusiasts in electro- 
therapy think it deserves. 

There are pictures illustrating the 
removal of superfluous hair and minor 
lesions of the skin by electrolysis. After 
this the author passes to the consideration 
of electricity in the actual treatment of both 
local and systemic disease, including not 
only the direct application of electricity to 
the body, but the effects of light rays from 
ordinary lamps or from x-ray tubes. The 
colored plates of «-ray tubes are interesting 
and exceedingly well reproduced. Naturally 
a very large part of the book is devoted to 
the x-ray. Last of all, as indicated in the 
title, there is a chapter upon phototherapy 
and radium. The book closes with an 
exceedingly copious index. 

Those who are interested in the employ- 
ment of electricity as a therapeutic agent 
will find in this volume practically every- 
thing that they require in the way of 
guidance and assistance. 


A TextT-Book oF PatHoLocy. By Alfred Stengel, 
M.D., and Herbert Fox, M.D. Seventh edition, 
reset, copiously illustrated. W. B. Saunders 
Company, Philadelphia, 1921. Price $8.50. 
‘Like most books, this one has consider- 

ably increased in size since it first appeared 

in 1898. So many corrections and addi- 
tions had been made in previous editions 
that it was found necessary to reset the 
book and some entirely new sections have 
been added, while other portions dealing 
with renal diseases and influenza have been 
rewritten. Many of the old illustrations 
have been taken out and substituted by new 
ones. Naturally, the book as it stands at 
present is rather the work of the junior 
author than of the senior author. There 
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are seventeen chapters in the book, which 
is divided into two parts. Part I is devoted 
to General Pathology and covers a little 
over 400 pages, while about.600 pages are 
devoted to Special Pathology, meaning by 
this term diseases of the various organs and 
tissues of the body in distinction from the 
general problems as to pathological change 
which are discussed in Part I. Originally 
the book at once took its place in the litera- 
ture of the subject with which it deals, and 
the present edition fully maintains the 
standard set by its predecessors, and, like 
most things which are frequently gone over, 
is materially improved. 


KEEN’s SurcERY. Volumes VII and VIII. By 
Surgical Experts. Edited by W. W. Keen, 
M.D., LL.D., Hon. F.R.C.S., Eng. and Edin., 
Emeritus Professor of the Principles of Sur- 
gery and Clinical Surgery, Jefferson Medical 
College. Illustrated. W.B. Saunders Company, 
Philadelphia and London, 1921. 

It will be borne in mind that the first six 
volumes of this work recorded the progress 
of surgery down to 1913. In his preface 
the author states that immediately after the 
Armistice he began to assemble a full staff 
of experts, whose work appears in Volumes 
VII and VIII. Embodied in these volumes 
are recorded the achievements of surgery 
from 1914 to 1919, and incorporated in the 
text will be found the lessons taught by the 
Great War. 

The contributors of these two volumes 
include Adami, Armstrong, Finney, Can- 
non, Crile, Deaver, Dercum, Duane, Green- 
ough, Chevalier Jackson, Keyes, Kolmer, 
W. E. Lee, Schamberg, de Schweinitz, 
Young, practically all of those who by the 
work of their brains and hands have 
brought added honor and efficiency to their 
great profession. 

In Volume VII are considered Inflamma- 
tion, this by Adami; Syphilis; Gas 
Gangrene; Tetanus; Surgery on a Fighting 
Ship; Traumatic Shock; Shell Shock, by 
Dercum; Transfusion of Blood; the Bac- 
teriology of War Wounds; Surgical Tech- 
nic, by Gibbon; Fractures, by Blake; 
Injuries of the Spine and Spinal Cord and 
Peripheral Nerves, by Sir William Thor- 
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burn; Military Surgery of Joints; Surgery 
in Civil Life, by Lovett; Military Ortho- 
pedic Surgery, by Sir Robert Jones and E. 
W. Hey Groves; Military Surgery of the 
Vascular System, by Matas. 

In Volume VIII, Surgery of the Muscles, 
by Binnie; The Endocrine System of 
Glands, by Mayo; Recent Advances in Our 
Knowledge of Pathology of Goitre, by 
Wilson; The Chemical Nature of the 
Thyroid Secretion, by Kendall; The 
Adrenal Glands, by Mann; Surgery of the 
Hypophysis, by Adson; Amputations, by 
William J. Taylor ; Surgery of the Head, by 
Neuhof; The Fifth Nerve and Gasserian 
Ganglion, by Frazier; Surgery of the Eye, 
by de Schweinitz; Direct Laryngoscopy, 
Bronchoscopy, and Esophagoscopy, by 
Chevalier Jackson; Surgery of the Abdo- 
men and Pelvis, by Crile; Surgery of the 
Gall-bladder and the Biliary Ducts, by W. 
J. Mayo and D. C. Balfour ; Tests for Renal 
Functional Efficiency in Surgical Condi- 
tions, by Pearce and Austin; Surgery of the 
Prostate, by Young; Gonorrhea in Female 
Children, by Norris; The Place of Physio- 
therapy in Surgical Treatment, by R. Tait 
McKenzie; Diagnostic Immunologic Reac- 
tions and Specific Therapy in Surgical Dis- 
eases, by Kolmer ; Radium in the Treatment 
of Malignant and Other Diseases, by 
Greenough ; a series of papers on Local and 
General Anesthesia; Carson writes on The 
Legal Relations of the Surgeon; whilst 
Winter writes on The American Red Cross 
in War and Peace. The final chapter is one 
by the distinguished editor of this work 
describing “A Simple, Self-made, and 
Effective Method of Dressing an Inguinal 
Anus, which has Stood the Test of Twenty- 
seven Years of Successful Use.” 

The two volumes are supplemented by a 
complete index to the eight volumes. There 
are probably no surgeons of eminence, and 
few who whilst not surgeons perform such 
operations as may come to them, who have 
not for years depended largely upon help 
gained from Keen’s Surgery in the efficient 
carrying out of their daily work. These 
supplementary volumes, not covering in any 
case the subject indicated, but supphement- 
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ing the contributions more specifically set 
forth in former volumes, make this whole 
work as useful to-day as it ever was. They 
bring the whole profession in touch with 
the thought and the practice of the leaders. 


InjURIES To Jornts. By Col. Sir Robert Jones, 
C.B., Ch.M., D.Sc. Second Edition. Henry 
Frowde, Oxford University Press; Hodder & 
Stoughton, London, 1920. 

Of the many Oxford war primers pub- 
lished the best is that by Jones. The second 
edition differs little, if at all, from the first. 
There is a preliminary chapter outlining 
general principles. Thereafter chapters on 
Bandaging, Massage, Movement, Pain and 
Stiffness in Relation to Diagnosis and 
Treatment, Stiffness and Limitation of 
Movement; Contraction of Scar Tissue;- 
Joints of the Upper Limb; Injuries to the 
Spinal Column; Joints of the Lower Limb; 
Ankle-joint and Foot. 

Much meat in the 190 odd pages of this 
small book, which may be carried in the 
pocket and read with interest, if not com- 
pletely digested, within two hours. 


OPERATIVE SuRGERY. By John J. McGrath, M.D., 
F.A.C.S. Sixth revised edition. Illustrated. 
F. A. Davis Company, Philadelphia, 1921. 
Price $8 net. 

This sixth edition of McGrath’s Opera- 
tive Surgery is a sufficient index of the 
spirit of appreciatien which the profession 
at large has accorded to this excellent sum- 
mary of the usual and in some cases 
unusual surgical procedures. The author 
states that it has been completely revised. 


-The subject of anesthesia: is taken up and 


considered briefly, and modern methods if 
not fully described are at least considered 
in their proper relation to surgery. Crile’s 
anociassociation is recognized as a standard 
procedure. ; 

Under Hemorrhage there is a_ brief 
description of the insertion of a cannula for 
intravenous saline infusion. Crile’s cannula 
for transfusion is pictured and described in 
full, a method not largely used at present. 
The various methods of suturing are pic- 
tured, and thereafter the operative surgery 
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procedures are considered with surgical 
anatomy and the design of Plastic 
Procedures on the Face. The Neck and 
Tongue, the Thorax, the Abdomen and 
Back, Rectum, Hernia, Spermatic Cord, 
Testes, etc., Urinary System, Upper Ex- 
tremity, Lower Extremity, are dealt with 
under these captions. Most of the subject- 
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matter which is new and is of permanent 
value has been included. Possibly less care 
has been exercised in the exclusion of that 
which, whether good or bad, is no longer a 
matter of accepted and common practice. 

In a volume of this space the minute 
details of any procedure will not be ex- 
pected. 





Notes and Queries 


Res Ipsa Loquitur in Malpractice Cases. 


In the Medical Times for April, 1921, 
Latson (an attorney) states that the form 
in which his theme has been worded indi- 
cates the existence of some trend of opinion 
as opposed to a definite assertion of the 
law. Indeed, we seem to be approaching a 
formative period in the application of this 
legal doctrine to a branch of malpractice 
cases somewhat new, but now commanding 
attention. Perhaps we cannot do better at 
the outset than to define this doctrine “res 
ipsa loquitur,” and for a definition we turn 
to the United States Supreme Court: 

“The general rule in actions of negligence 
is that the mere proof of an ‘accident’ 
(using the word in the loose and popular 
sense) does not raise any presumption of 
negligence; but in the application of this 
rule it is recognized that there is a class of 
cases where the circumstances of the occur- 
rence that has caused the injury are of a 
character to give ground for a reasonable 
inference that if due care had been 
employed by the party charged with care in 
the premises, the thing that happened amiss 
would not have happened. In such cases, 
it is said, res ipsa loquitur—the thing speaks 
for itself; that is to say, if there is nothing 
to explain or rebut the inference that arises 
from the way in which the thing happened, 
it may fairly be found to have been 
occasioned by negligence. 

“In our opinion, res ipsa loquitur means 
that the facts of the occurrence warrant the 
inference of negligence, not that they 


compel such an inference ; that they furnish 
circumstantial evidence of negligence where 
direct evidence of it may be lacking, but it 
is evidence to be weighed, not necessarily 
to be accepted as sufficient; that they eall 
for explanation or rebuttal, not necessarily 
that they require it; that they make a case 
to be decided by the jury, not that they fore- 
stall the verdict. Res ipsa loquitur, where: 
it applies, does not convert the defendant’s 
general issue into an affirmative defense. 
When all the evidence is in, the question 
for the jury is whether the preponderance 
is with the plaintiff.” 

The Bar has been taught that the doctrine 
res ipsa loquitur never applies in malprac- 
tice cases; that a charge of negligence in 
such cases must be approved by competent 
evidence; and that the only competent 
evidence to establish the allegation of 
negligence is the evidence of experts. 

Liability in these cases, therefore, is not 
to be predicated upon the result of the 
practitioner’s effort, else few would have 
the temerity to practice a profession. On 
the contrary, the physician or surgeon is 
charged with the obligation of possessing 
requisite knowledge and skill; with the duty 
of exercising reasonable care ; and with the 
further duty of using his best judgment, 
Latson quotes the New York Court of 
Appeals upon this subject. The rule laid 
down by that tribunal expresses the settled 
law not only in New York State, but in 
substantially all jurisdictions : 

“The, law relating to malpractice is sim- 
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ple and well settled, although not always 
easy of application. A physician and 
surgeon, by taking charge of a case, 
impliedly represents that he possesses, and 
the law places upon him the duty of 
possessing, that reasonable degree of 
learning and skill that is ordinarily 
possessed by physicians and surgeons in the 
locality where he practices, and which is 
ordinarily regarded by those conversant 
with the employment as necessary to 
qualify him to engage in the business of 
practicing medicine and surgery. Upon 
consenting to treat a patient, it becomes his 
duty to use reasonable care and diligence in 
the exercise of his skill and the application 
of his learning to accomplish the purpose 
for which he was employed. He is under 
the further obligation to use his best judg- 
ment in exercising his skill and applying his 
knowledge. The law holds him liable for 
an injury to his patient resulting from want 
of the requisite knowledge and skill, or the 
omission to exercise reasonable care, or the 
failure to use his best judgment. The rule 
in relation to learning and skill does not 
require the surgeon to possess that extraor- 
dinary learning and skill which belong only 
to a few men of rare endowments, but such 
as is possessed by the average member of 
the medical profession in good standing. 
Still he is bound to keep abreast of the 
times, and a departure from approved 
methods in general use, if it injures the 
patient, will render him liable, however 
good his intentions may have been. The 
rule of reasonable care and diligence does 
not require the exercise of the highest pos- 
sible degree of care, and to render a 
physician and surgeon liable; it is not 
enough that there has been a less degree of 
care than some other medical man might 
have shown, or less than even he himself 
might have bestowed, but there must be a 
want of ordinary and reasonable care, 
leading to a bad result. This includes not 
only the diagnosis and treatment, but also 
the giving of proper instructions to his 
patient in relation to conduct, exercise, and 
the use of an injured limb. The rule 
requiring him to use his best judgment does 


not hold him liable for a mere error of 
judgment, provided he does what he thinks 
is best after careful examination. His 
implied engagement with his patient does 
not guarantee a good result, but he promises 
by implication to use the skill and learning 
of the average physician, to exercise 
reasonable care, and to exert his best judg- 
ment in the effort to bring about a good 
result.” 





Napoleon. 


The British Medical Journal of May 7, 
1921, in an editorial states that at 5.49 p.m. 
on Saturday, May 5, 1821, the Great 
Napoleon died at Longwood, St. Helena, 
an exile and a prisoner: “The last single 
captive to millions in war.” A hundred 
years have elapsed since that event took 
place, and the whole of Western Civiliza- 
tion is uniting to do homage to that great 
name. For many years now the memory 
of Napoleon has been occupying a con- 
tinually increasing share of the thoughts of 
mankind, and in latter times the mists of 
prejudice have in large measure been 
cleared away, leaving the historic figure of 
Napoleon in truer perspective and enabling 
us to make a juster estimate of his mission 
in the world. This week the press is being 
deluged with appreciations, analyses, and 
critical reviews, and perhaps from them all 
will emerge some definite conception of the 
real Napoleon. What is the secret of the 
hold this man has upon the human imagina- 
tion? Dare we attempt a solution of the 
problem ? 

The eighteenth century was occupied 
mainly in freeing itself from the last 
strangle-hold of the feudal system of civili- 
zation, and the weapon used was the spirit 
of free inquiry. Under repeated assaults 
this system, which had long outlived its 
usefulness, which for centuries had held the 
human race in bondage, which had 
established for its own security the idea of 
hereditary power, and which demanded a 
blind belief in certain principles necessary 
for its existence, began to sway and totter. 





THE THERAPEUTIC GAZETTE 


Voltaire convinced mankind that it should 
suffer no penalty for thinking as it pleased, 
and Rousseau insisted that all men were 
born free and equal. The wide acceptance 
of these principles sounded the death-knell 
of feudalism, and in 1789 it fell with a 
resounding crash. The old order was swept 
away, the old slavish adherence to so-called 
“authority” was gone; and men were told 
that all were free and equal, were to serve 
no master and to worship no god. The 
pendulum had swung to the farthest point 
from servitude, and it was about to move 
again in obedience to the immutable law. 
The time had arrived, and the man, in the 
person of Napoleon. 

He came without a name, without a 
country, educated on the charity of France, 
devoid of rank and fortune, but possessing 
the most amazing efficiency of brain that 
the world has ever seen. Cold, collected, 


and unerring in thought, “steady as bronze, 
quick as lightning.” Not cruel, but merci- 
less to anything that stood in the way of 
the attainment of his wishes, the very 


embodiment of the new world, which cared 
not for right, which demanded only effi- 
ciency. And so France followed Napoleon, 
each man carrying in his knapsack a 
marshal’s baton, and cheerfully giving him 
servitude in return for the career open to 
ability. Rank and birth did not count. 
What wonder Napoleon became master of 
the world and that among his followers 
there could be found, in the person of a 
common postillion of a country inn, the 
most fearless cavalry officer the world had 
ever seen, and one judged fit to be a king! 
Everything was possible. 

Napoleon possessed in a_ superlative 
degree all the qualities coveted by the 
ordinary man of the world, and in that 
sense is truly a representative man. He 
was also thoroughly representative of the 
modern system, as opposed to the ancient 
on which Europe had existed for many 
centuries. He was the head of a galloping, 
breathless age intoxicated with a newly 
found freedom, where the meanest born 
might become powerful did he only possess 
brain efficiency. To science he was ever 


ready to give a helping hand, firmly con- 
vinced as he was that the progress of 
science meant the advancement of the 
state. Chemistry in particular he fostered, 
because he realized that it was the founda- 
tion of industries useful to the community. 
His mathematical mind could not accept a 
science so inexact as medicine, and he was 
prone to belittle the efforts of the physician, 
but he would have understood and applied 
the recent achievements of preventive 
medicine, and he has left on record a noble 
appreciation of the work of the great 
surgeon Larrey, designated by him the most 
honest man he had ever met. 

Much has been said about Napoleon’s 
attitude toward democracy, and attempts 
have been made to read into his life a 
tendency in that direction. But how could 
it be so? Napoleon was individualistic to 
the core, and although the community 
might benefit in the long run, the prime 
motive was always personal advancement. 
His success was phenomenal and failure 
seemed a remote possibility. He was a 
dazzling military genius, a mighty law- 
giver, a far-seeing and consummate states- 
man, endowed with greater powers of 
intellect and endurance than had ever been 
given to man; then came the crash of 
Waterloo and the agony of St. Helena. Did 
any man ever climb to such giddy heights 
and then fall so far? What is left of the 
Napoleonic system? Military despotism, 
always questionable, has received its death- 
blow after our experience of the late war. 
Napoleon’s European system has long since 
been rejected. Only the mighty “Code 
Napoleon” founded on the principles of 
equity remains. But the personality of 
Napoleon will hold its sway over the world 
forever. As Emerson has said, “We are 
all little Napoleons,” and whenever we think 
in terms of brain efficiency, unconsciously 
we have in mind Napoleon, the greatest 
example of “braininess,’ who came from 
nothing and who gained everything by sheer 
force of intellect. That is why, as Alison 
has said, “Napoleon will live when Paris is 
in ruins ; his deeds will survive the Dome of 
the Invalides.” 














